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HAND AND FINGER FRACTURES 


WESLEY H. BURNHAM, M.D. 
Minneapolis, Minnesota 


T IS AN axiom in fracture treatment that the 
restoration and preservation of function are 

of fundamental importance. Nowhere must this 
principle be kept so constantly in mind as in hand 
fractures. The hand is an organ of dexterity, and 
the functions of the rest of the upper extremity 
are crude by comparison. Little useful function 
remains in the extremity after hand function is 
lost. A common and serious error among physi- 
cians is to consider finger and hand fractures as 
minor injuries because the parts are small. To 
obtain a good functional result from these injuries 
commonly requires a much higher grade of skill 
and attention to detail than is required for many 
“major” fractures of the long bones. 

A knowledge of the function and anatomy of 
the hand is essential to intelligent treatment. The 
chief functions of the hand are thrust, hook, 
grasp and pinch. 

Thrust is the simple function of pushing, which 
can be.done with a flat hand or a closed fist. It 
is the crudest function and can be performed 
after amputation of the hand. 

Hook is that function employed in carrying a 
pail, pulling levers, or hanging from the hands. 
It does not require the use of the thumb. It is 
still present when all finger joint motion is lost 
provided the ankylosis is in a position of flexion. 

Grasp is employed in handling most of the 
tools of- heavy labor and is typified in the use of 
a hammer, a saw, a shovel, and a great many 
other tools. The thumb is necessary to the best 
performance of this function. 

Pinch is the most exacting of all. It cannot be 


Read at the Centennial Meeting of the Minnesota 


State Medical Association, Saint Paul, Minnesota, May 
18, 1953. 
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performed without the thumb. It can be done 
with only slight motion in one finger and none in 
the thumb provided the parts are in the proper 
position of opposition. It is the position of work 
for precision and delicacy. 

Watson-Jones’ has given eight principles in the 
treatment of finger injuries which should be re- 
membered by every practitioner who treats hand 
fractures. 


1. The Injured Finger Must Be Immobilized. 
—This permits most rapid healing. The increased 
exudation which results from early exercise leads 
to stiffness. 


2. The Injured Finger Must Be Immobilized 
In Flexion.—This is the position of function as 
well as that of easiest reduction in most cases. It 
permits complete exercise of the other fingers, 
which cannot be done because of the tendon con- 
nections if the finger is fully extended. The 
tongue blade is for depressing tongues, not immo- 
bilizing fingers. 


3. No Finger Except the Injured Finger Must 
Be Immobilized —To do so is usually a matter of 
convenience to the surgeon and not in the best 
inteeest of preserving hand functions. 


4. Every Uninjured Finger Must Be Actively 
Exercised.—As has been stated, the object of 
treatment must be to preserve as well as. to restore 
function in the hand. 


5. Passive Stretching Must Be Rigidly Avoid- 
ed.—It causes exudation and the formation of 
further adhesions and scar tissue. Only active 
exercise may be used. 
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6. Fractures of the Phalanges Must Be Re- 
duced and Immobilized With Special Care-—The 
phalanx is the floor of the tendon sheath, and 
minor displacements lead to loss of function. Be- 
cause of the small size of the phalanges, a given 
degree of angulation appears to be less than in 
a long bone. A 15-degree dorsal angulation in a 
proximal phalanx will prevent the tip of a finger 
from touching the palm, and a similar degree of 
palmar angulation will prevent slipping the hand 
into a narrow space because of loss of extension. 
A few degrees of rotation may result in overlap- 
ping of the fingers during grasp and in significant 
handicap. 


7. Compound Finger Injuries Must be Treated 
by Immediate Operation.—No one would ques- 
tion the necessity of immediate treatment of a 
compound fracture of a tibia, yet the occupational 
disability is likely to be less from the neglect of 
this injury than from a smaller and less bloody 
finger injury. Every hand wound deserves a sur- 
geon’s most diligent and skillful attention to pre- 
vent infection and to.restore the parts as perfectly 
as possible. 


8. The Thumb Must Not Be Amputated.— 
Not less than 40 per cent of the function of the 
hand is dependent upon the thumb. A thumb 
which has been denuded can be covered with skin 
by grafting and be useful even if joint motion 
is lost. 

Many accepted textbooks teach methods of 
treatment which violate these principles. Such 
methods are born of laziness or ignorance and 
the discerning physician will not employ them. 

A blow on the tip of the finger while the 
extensor tendon is tense may result in an avulsion 
fracture of the extensor tendon attachment to the 
distal phalanx or a rupture of a tendon near this 
point.. This leads to the deformity of mallet 
finger or “baseball finger.” The tendon and the 
fragment retract as far as permitted by the middle 
slip of the tendon, which attaches to the middle 
phalanx. Approximation of the fragments by 
simple extension of the distal phalanx is seldom 
accomplished and a permanent mallet finger de- 
formity is the common result. Approximation of 
the fragments of bone or tendon can be accom- 
plished, however, by flexing the middle joint at 
the same time that the distal joint is hyper- 
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extended. Since the lateral slips of the tendon 
move in a shorter path around the sides of the 
joint as the middle joint is flexed, the relaxation 
of the distal attachment permits. approximation 
and union will take place in five to six weeks if 
the position is maintained. 

Avulsion of the attachment of the middle slip 
of the extensor tendon to the middle” phalanx 
results in a deformity of flexion at the middle 
joint and extension at the distal joint. This injury 
must be immobilized in a position of extension at 
the middle joint and flexion at the distal joint. 

l‘ractures of the tufts of the distal phalanges 
do not require more than simple protection except 
when compounded. Infection is a danger when 
hemorrhage escapes from beneath the nail. Cau- 
tion must be exercised in drilling the nail for 
release of pressure because of the risk of infec- 
tion. 

Fractures of the shafts of the middle and proxi- 
mal phalanges usually are reduced by placing 
them in flexion. Traction of moderate degree 
assists in maintaining reduction. Fractures involv- 
ing the finger joints usually require continuous 
traction in the flexed position. This may be 
obtained by pulp, fingernail, or skeletal traction. 
Boehler employs a volar wire splint attached to 
an arm cast with traction which may be obtained 
by bending the splint after attaching the traction 
wire to the end. Rubber band traction over the 
bent splint is also satisfactory. It should be 
pointed out that each of the flexed fingers points 
toward the tubercle of the scaphoid bone and does 
not parallel the corresponding metacarpal. When 
the finger is immobilized it must be made to 
point in this direction and thus avoid deformity 
from rotation. 

A common type of metacarpal fracture in young 
men is the depressed knuckle from fighting with 
a bare fist. This is found most often in the neck 
of the fifth metacarpal with the distal fragment 
angulated toward the palm. This fracture cannot 
be readily reduced nor reduction maintained by 
an extension splint. Reduction is best accom- 
plished by flexing the metacarpophalangeal joint 
90 degrees and employing the proximal phalanx 
as a prop or lever to push dorsally on the distal 
fragment while counter pressure is maintained 
over the shaft of the metacarpal on the dorsal 
aspect. Immobilization should be in this same 
flexed position with appropriate padding over the 
pressure points. The finger can be released after 
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two weeks and slight pressure substituted under 
the metacarpal head in the palm for an additional 
two weeks. 

Oblique fractures of the metacarpal shafts 
tend to overriding with shortening of the knuckle. 
This is not a disabling deformity and simple pro- 
tective splinting by plaster which extends over 
the dorsal and volar aspects of the bone is suffi- 
cient for good function. Permitting the fingers to 
freely flex controls rotation in fractures of the 
third and fourth metacarpals. If shortening of the 
knuckle is of cosmetic importance, traction on the 
finger over a curved splint will restore length. 
This traction should not be in a position of 
extension, as with a banjo splint, which prohibits 
full flexion of the uninjured fingers and leads to 
contracture of the collateral ligaments at the meta- 
carpophalangeal joints with loss of flexion, Since 
the collateral ligaments are kept taut when the 
joint is in flexion, immobilization in this position 
does not lead to loss of motion due to their con- 
tracture. 

Transverse fractures of the metacarpals may 
angulate and produce a prominence of the frac- 
ture site on the dorsum. This is usually controlled 
by a properly molded plaster after reduction. 
Open reduction is occasionally necessary for dis- 
placed transverse fractures. 

I‘ractures of the first metacarpal require spe- 


cial consideration. These fractures usually occur 


near the base. Transverse fractures usually lead 
to angulation of the distal fragment toward the 
palm. Lack of reduction may limit span of the 
hand. After reduction, immobilization should be 


in abduction with the thumb in a position of 
opposition to the fingers. The pressure should 
be at the metacarpal head. The metacarpophalan- 
geal joint should not be hyperextended. 

I‘ractures beginning on the palmar site of the 
first metacarpal and extending into the articula- 
tion with the greater multangular permit disloca- 
tion of the dorsal fragment and shaft. This is 
known as Bennett’s fracture—dislocation of the 
thumb. This is an unstable fracture which must 
be treated by continuous traction during the heal- 
ing period of about four weeks. A short arm cast 
is applied to which a wire traction bow is attached. 
Collodion and gauze provide adequate purchase 
on the skin and rubber bands of appropriate size 
supply traction. 

Crushing injuries of the hand present complex 
problems of immobilization. The presence of 
soft tissue wounds may make the usual methods 
of immobilization difficult or impossible. It is of 
greatest importance that such hands be immo- 
bilized in the position of function. A practical 
means of fixation in the early treatment period is 
the “universal hand splint” of stamped aluminum 
which is available through surgical supply dealers. 
This maintains the functional position of all parts. 

Man depends upon the strength, mobility, and 
dexterity of his hands in the pursuit of his liveli- 
hood. Injuries to the hand should be treated with 
respect and with skill. 

Reference 
1. Watson-Jones, Reginald: Fractures and Joint In- 


juries. Third Edition. Baltimore: Williams and 
Wilkins, 1946. 





U. S. IMPROVES BUDGET CONTROL 


Federal contributions to states for vocational rehabili- 
tation programs will be put under closer budgetary 
control and gradually reduced under a new system set 
up by the Department of Health, Education, and Wel- 
fare. The new plan was instituted as a result of a 
rider to DHEW’s appropriations bill, inserted by Con- 
gress at the request of the Budget Bureau. 


Until now, vocational rehabilitation grants to states 
have fluctuated, with the federal government committed 
to match dollar-for-dollar money spent by the states 
for administration and 50 per cent of the cost of physical 
restorations, training and patient transportation. 


3ecause there was no definite ceiling for each state, 
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the federal Office of Vocational Rehabilitation fre- 
quently had to dip into a current appropriation to meet 
its share of a state’s cost for previous years. Effective 
for this year, OVR allocates to each state a set sum of 
money, based on the overall appropriation, this year of 
about $23 million. Each allocation will be based on a 
percentage of the money the féderal government granted 
to the state the previous year. For the current fiscal 
year, the allocation to each state will be 92.5 per cent 
of the U. S. share for fiscal 1953. However, if the 
state wants to match the lower federal allocation and 
then spend more money, the federal government will 
pay one-fifth of the additional costs, within limits set 
by OVR. 
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WRIST INJURIES 


EDWARD H. JUERS, M.D., F.A.C.S. 
Red Wing, Minnesota 


RIST injuries in the form of fractures, 

dislocations, and sprains continuously 
present to the physician a trying problem. The 
goal in the treatment of these injuries is to ob- 
tain good functional and anatomical results. A 
representative series of cases is to be presented 
along with a method of managing each type of 
case. Proper selection of treatment, that is, the 
method of reduction and maintaining reduction, 
often calls for wide experience. 

First, a manipulative maneuver is to be 
described. The simple fractures at the wrist may 
be easily and quickly reduced by this maneuver. 
Figure 1 shows the patient in a supine position. 
The elbow is flexed at a right angle (local or 
general anesthesia may be used.) The operator 
grasps the patient’s hand as shown. The patient’s 
hand is grasped at the thumb and thenar eminence 
by the operator’s corresponding hand. That is, 
the operator’s right hand grasps the right thumb 
of the patient, or the left hand of the operator 
grasps the patient’s left thumb and _thenar 
eminence. Countertraction is produced by drop- 
ping a sling to the floor and anchoring the 
same by the operator’s foot, or by having an 
assistant make pressure on the arm. Traction at 
the wrist can then be applied to any desired de- 
gree of force. The impaction can be broken and 
the fragment of the radius reduced by placing 
the thumb of the free hand over the distal end of 
the radius. The index, middle, and ring fingers 
are placed over the volar side of the forearm. 
After the reduction has been completed, the ex- 
tremity is immobilized in a sugar-tong type of 
splint moulded out of plaster of Paris. Figure 2 
shows application of the splint. 

This type of splint prevents supination and 
pronation of the forearm. The completed splint 
should not extend beyond the distal flexor crease 
of the palm (Fig. 3). After completion of the 
splint, a compression dressing is applied around 
the fingers and thumb to prevent edema (Fig. 4). 
Padding should be placed between the fingers in 
order to avoid maceration of the skin. In band- 


Read at the Centennial Meeting of the Minnesota 
State Medical Association, Saint Paul, Minnesota, May 
18, 1953. 


1132 


aging this padding, it is preferable not to use 
elastic bandage. The latter may lead to some 
pressure necrosis of the fingers. 


Fig. 1. Demonstration of manipulative maneuver. 


Simple Colles’ fractures and epiphyseal separa- 
tions (Fig. 5) should be treated in the manner 
described. The more complicated injuries of the 
comminuted type should be reduced by means of 
a traction apparatus. 


Skeletal fixation is often 
necessary in order to maintain reduction. Two 
half pins or through and through Kirschner wires 
may be used (Fig. 6 and Fig. 7). Two half pins, 
one inserted into the base of the second and third 
metacarpals, and the other into the proximal shaft 
of the radius, are the most satisfactory. These 
pins may be inserted before reduction is car- 
ried out in the traction apparatus. 

Oblique fractures of the radius, or radius and 
ulna may be reduced and the position maintained 
by means of an intramedullary Kirschner wire 
(Fig. 8). The wire is inserted through a drill 
hole made under the direct vision through an 
operative incision. Postoperative fixation by 
means of a sugar-tong splint is usually adequate 
immobilization. The pin is permitted to protrude 
through the operative site and it is removed after 
adequate callous has developed to maintain satis- 
factory position of the fragments. Three to six 
weeks of fixation is usually necessary. 


The radiographs should always be carefully in- 


MINNESOTA MEDICINE 





WRIST INJURIES—JUERS 


use 
me 


Fig. 2. Application f ‘ig. 3. Completed splint. Fig. 4. Application of pressure bandage. 
splint. 


Fig. 5. Case of complete epiphyseal separation. A. Before reduction. B. After reduction. C. Seven 
ot after injury. 


ate _ Fig. 6. Severely comminuted Colles’ fracture. A. Before reducticn. B. After reduction and fixed traction 
de in cast. C. Seven weeks after injury. 
e 


is- spected to rule out fractures of the carpal bones, Perilunar dislocations are also occasionally found 
31x especially fractures of the carpal navicular. Un- (Fig. 9b). These injuries if not recognized and 

isual injuries such as dislocation of the carpal if not treated early may result in considerable 
= semilunar bone may be encountered (Fig. 9a). disability. 
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Fig. 7. Severely reversed Colles’ fracture. A. Before reduction. 


vere B. After reduction and skeletal fixation with 
two pins. C. Six weeks after injury. 
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Fig. 8. Oblique fracture of radius. Reduced and transfixed by a single intramedullary Kirschner wire. Im- 


mobilized in a sugar-tong plaster of Paris splint. A. Before reduction. B. After reduction. C. Eight weeks 
after injury. 


Summary 


1. Description of a simple manipulative maneu- 
ver for the reduction of Colles’ fractures. 

2. Immobilization of fractures at the wrist 
with sugar-tong plaster of Paris splint in order 
to prevent rotation of the forearm. The splint 
must stop at the flexor crease of the palm. 

3. Emphasis on the use of compression dres- 
sing over the fingers for four to seven days to 
prevent edema of the hand and fingers, thus 
avoiding ischemic contracture of the intrinsic 
muscles of the hand, 

4. Evaluation of fixed traction to maintain 
reduction of comminuted or oblique fractures. 





5. Emphasis on the importance of recognizing 
Fig. 9. A. Semilunar dislocation, reduced by finger- Unusual injuries of the carpal bones, e.g., dis- 


trap traction apparatus and manipulation. B. Perilunar location of the semilunar bone, perilunar dis- 
dislocation, eight weeks old. Treated by excision of 


the semilunar bene and later a radial-carpal fusion. location, and fractures of the carpal navicular. 
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OCCULT DISLOCATION OF THE ANKLE 





D. KEITH MILLETT, M.D., and MYRON O. HENRY, M.D. 
Minneapolis, Minnesota 


ANY so-called “sprained” ankles are not 
They are in reality much 
more serious injuries—spontaneously reduced dis- 
locations of the ankle joint. Following a forcible 
inversion injury of the ankle, the lateral liga- 
ments are often partially or completely torn, al- 
lowing the talus to dislocate from the ankle mor- 
tise without a fracture of any of the bones mak- 
ing up the ankle joint. In all except rare cases 
following severe trauma, such a dislocation is 
reduced spontaneously by the pull of the peroneal 
muscles. The usual x-ray examination shows no 
fracture or deformity of the ankle joint and the 
diagnosis, by exclusion, is “sprained ankle.” Since 
the true injury remains hidden to the usual meth- 
ods of examination, we have chosen to refer to it 
as an occult dislocation of the ankle. 

We wish to call special attention to this entity 
and to emphasize the importance of a complete 
examination of any ankle joint injury to establish 
the presence or absence of this condition. Proper 
treatment is contingent upon proper diagnosis. 
There is a well known old saying that “a sprain is 
worse than a break.” This may often be true, 


sprains at all. 


not because the injury is really more severe, but 
because the real diagnosis is overlooked and the 
subsequent treatment is therefore inadequate. 
Although the recent literature contains several 
reports mentioning the frequency of this injury, 
most are passed over as “sprains” and treated as 
minor injuries. These injuries are the “sprains” 
that yield poorer results than some fractures of 
the ankle. They often result in chronically weak, 
unstable ankles subject to recurrent “sprains,” 
subluxations, or dislocations of the ankle follow- 
ing relatively minor twists. 

The ankle joint is a perfect hinge joint sup- 
ported on the medial side by the strong deltoid 
ligament and on the lateral side by three separate 
ligamentous bands: the anterior talo-fibular liga- 
ment, the posterior talo-fibular ligament, and the 
calcaneo-fibular ligament as the middle band. It is 
obvious, «and has been shown, that the lateral 
capsule of the ankle joint receives most of its sup- 
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port from the anterior talo-fibular ligament when 
the foot is plantar flexed ; the calcaneo-fibular liga- 
ment when the foot is in a neutral position of 90 
degrees and the posterior talo-fibular ligament 
when the ankle is dorsiflexed. However, most 
inversion injuries of the ankle occur when the 
ankle is partially plantar flexed causing injury to 
the anterior talo-fibular and calcaneo-fibular liga- 
ments. The exact position of the foot, the force 
of the inversion, and the state of contraction of 
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_ Fig. 1. Diagram showing the ligaments of the ankle 
joint and direction of their fibers, 


the peroneal muscles determine which of the 
ligaments are injured and to what extent. 

A true ankle sprain is a partial stretching or 
minor. tearing of the ligaments about the ankle 
joint without dislocation. Complete tearing of the 
ligaments may allow the talus to dislocate or tip 
in its mortise. In the absence of a fracture, the 
When it does, the 
deformity and the serious nature of the injury 


dislocation rarely persists. 


are obvious to the patient and the physician and 
the treatment is consequently usually vigorous. 
Much more frequently, however, the dislocated 
talus is spontaneously and instantly reduced at 
the time of the injury so that neither the patient 
nor the doctor sees the extent of the deformity 
and consequently does not realize the seriousness 
of the injury. 
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Because of the seriousness of the injury and the 
frequency with which this condition is over- 
looked and treated for a lesser injury, we believe 
that every severely “sprained” ankle should be 
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Routine anteroposterior, lateral, and oblique 


x-rays of the injured ankle should be taken and 
studied as the first step. If no fracture is present, 
the integrity of the lateral ligaments of the ankle 





Fig. 2. (a) Routine lateral view of the ankle and 
(b) routine anteroposterior view. These views show no 
abnormality. 


considered an occult dislocation until it is proved 
to be otherwise. 

These injuries usually occur while the patient 
is walking over irregular terrain, or otherwise 
makes a mis-step causing the foot to invert sud- 
denly under the force of the body weight. Wom- 
en’s shoes with narrow, high heels and men’s 
shoes with run-over heels add to the hazard. The 
twist occurs too suddenly for the peroneal muscles 
to contract and assist the lateral lrgaments in sup- 
porting the ankle joint. Thus, the sudden force 
stretches and tears the ligament and forces the 
talus out of its mortise. 

The symptoms are similar to those of a sprain, 
but usually more severe. Swelling and ecchymosis 
usually occur at the site of, and distal to, the point 
of injury. Pain is a usual occurrence and is 
aggravated by motion of the affected part, espe- 
cially motion in the direction of injury. The 
examiner may frequently be able to palpate a 
sulcus below the lateral malleolus and feel the 
talus tip out of the mortise as he inverts the ankle 
in the direction of injury. Most often there is 
point tenderness over the involved ligament. Fre- 
quently a large subcutaneous hematoma develops 
rapidly. 

If an occult dislocation of the ankle is suspected 
from the history and physical findings, confirma- 
tion of the diagnosis depends upon proper x-ray 
examination. 
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Fig. 3. (a) Anteroposterior view of the ankle im- 
properly inverted. The patient was told to invert her 
own ankle. (b) Anteroposterior view showing proper 
method of forced inversion. Note the lead-gloved hands 
above the ankle and grasping the heel and instep. The 
talus tips in the mortise revealing an occult dislocation. 


should be determined by an anteroposterior x-ray 
taken while the ankle is forcibly inverted in the 
direction of the injury. The technique of invert- 
ing the ankle for the x-ray is very important 





Fig. 4. Anteroposterior view of a 
normal ankle in forced inversion. Note 
that the ankle joint surfaces remain 
parallel and no tipping occurs. 


because if it is not properly done, the results will 
be misleading. Someone thoroughly acquainted 
with the mechanism of the injury and the purpose 
of the procedure should hold and invert the ankle 
while the x-ray is taken. 

The examiner should wear lead gloves to protect 
his hands because adequate inversion cannot be 
accomplished without a firm grasp just above the 
ankle with one hand, and around heel and instep 
with the other hand. If the examiner’s hands do 
not appear on the x-ray picture, the procedure 
probably has not been properly carried out. The 
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ankle is inverted in the direction of the injury as 
determined by the history of the mechanism of 
the injury, correlated with the location of the 
swelling and point of maximal tenderness. If 
every detail is made in readiness before the actual 
twisting of the ankle, so that the examiner and 
technician work together as a team, the manipula- 
tion can be accomplished with a minimal amount 
of discomfort to the patient. It is wise to explain 
your intentions to the patient and forewarn him 
of the possibility of some pain. In this way, his 
co-operation for better relaxation may be obtained. 
Some authors have advocated the use of anes- 
thesia, either general or local, while making the 
inversion examination. While this may be ad- 
vantageous in some cases, we have not found it 
necessary in most of our cases. Without anes- 
thesia, this examination is a simple office proce- 
dure which can be carried out routinely in only a 
few moments. It is certainly much better to take 
the inversion x-ray without anesthesia than to 
omit the test entirely for want of anesthesia. 
Comparable inversion films of the opposite ankle 
may often be helpful in interpreting the x-ray 
pictures. If the lateral ligaments are intact, inver- 
sion of the foot occurs at the subtalar joint so 
that the articular surfaces of the tibia and talus 
remain parallel. If the ligaments are torn or 
avulsed, inversion also occurs at the ankle joint 
so that the talus tips in the ankle mortise and the 
articular surfaces of the tibia and the talus form 
an angle. 

Before the proper treatment of an individual 
case can be decided upon, it must first be estab- 
lished whether the present injury is a fresh or 
acute occult dislocation, or if it is a recurrent or 
chronic subluxation of the ankle as a result of a 
previous injury. A history of previous recurrent 
“sprains” would suggest that the present injury 
may be a recurrence of an old dislocation and 
much past the point of maximal benefit from im- 
mobilization. If doubt exists, the injury should 
be treated as a fresh case. 

Acute occult dislocations of the ankle should be 
immobilized in a snugly fitting plaster-of-Paris 
cast with a minimal amount of padding. The foot 
and ankle should be placed in the neutral position 
or in slight eversion to assure close apposition of 
the ends of the torn ligaments. Ambulation is per- 
mitted with a walking appliance on the cast as 
soon as the cast is dry and the initial pain and 
swelling have subsided. It may be necessary to 
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change the cast if it becomes loose with the sub- 
sidence of the edema. At the end of four weeks, 
the cast may be replaced with an Orr brace having 
an inside bar, an outside “T” strap, and free ankle 
joint motion, This is attached to a firm, low- 
heeled oxford with a % inch lift on the outer 
border of the heel to protect the injured ligament. 
The patient’ must not bear weight without this 
appliance for at least four more weeks. In addi- 
tion, the foot and ankle are bound with an elastic 
adhesive dressing for at least two weeks after the 
removal of the cast, or until all the tenderness has 
disappeared. Following this, a plain elastic band- 
age may be necessary to control swelling until 
normal vascular equilibrium is re-established. 

Recurrent or chronic subluxations of the ankle 
joint require a different therapeutic approach. 
Because of inadequate immobilization at the time 
of the initial injury, the torn ligaments may have 
healed loosely in a relaxed position, or not at all. 
Therefore, they give little support to the ankle 
joint and allow recurrent “sprains” from trivial 
twists. Plaster or adhesive immobilization now 
may assist in the control of the acuté symptoms of 
pain and swelling but accomplishes little in gain- 
ing a permanently stable ankle. These may be 
treated conservatively by applying a firm oxford 
with a low, broad heel and cautioning the patient 
to avoid re-injuring the ankle. If deemed neces- 
sary, an Orr brace may be used to add protec- 
tion. However, if the patient is either young or 
very active, and particularly if his occupation 
demands a secure ankle for his safety, we feel 
that an operation should probably be performed 
to reconstruct the torn ankle joint ligaments. In 
this procedure, the tendon of the peroneus brevis 
muscle is detached superiorly and laced through 
drill holes in the distal end of the fibula and neck 
of the talus in such a manner as to reconstruct 
the torn ligaments. The after care is the same 
as for the acute occult dislocation. 

Conclusions 
1. Although most ankle sprains are relatively 


.minor injuries, occult dislocations of the ankle are 


much more common than supposed and are seri- 
ous injuries. 

2. Because they are misdiagnosed as “sprained” 
ankles, they are usually inadequately treated. 

3. Immobilization in plaster should be used in 
recent dislocations; chronically unstable ankles 
subject to recurrent “sprains” may require surgi- 
cal repair. 
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THE TIMING OF FRACTURE TREATMENT 


FRANK S. BABB, M.D. 
Saint Paul, Minnesota 


HE ABILITY to repair itself and the prop- 

erty of healing is an inherent characteristic of 
all living tissue. Bone is no exception. If pro- 
tected from further injury, a broken bone will 
always repair itself. Certain extrinsic as well as 
intrinsic factors, however, influence this healing 
process and fracture treatment should be designed 
to utilize these factors to advantage. The timing 
of such treatment is important, and it is with 
this phase of fracture treatment that we are here 
concerned. 


bone ends results in a scaffolding or network of 
fibrous connective tissue. When this is ready a 
chemical change takes place in the tissues by which 
calcium, previously in chemical combination in 
the blood and tissue fluids, is now released and 
deposited in this pre-bone matrix. Clinically we 
know this stage of the process has been reached 
when the bone ends are felt to be “sticky” and can 
no longer be moved freely on the other. Ra- 
diologically we begin to see evidence of callus 
around the fracture site. If immobilization is 











TABLE I. 
Time since Microscopic Chemical Clinical 
injury picture picture | picture 
Ist week Hematoma pH—acid Fragments freely 
Histamine moveable 


Vasodilatation 








2nd week 





Granulation pH—acid Fragments less 
tissue Phosphatase moveable 
increased 
3rd week Early callus pH—alkaline Fragments becoming 
Deposition of “sticky” 
calcium 





10-12th week Immature bone 








[st year Mature bone 





Fragments clinically 
unitec 








Fragments reshaped 
and recannulated 





In order to better understand the timing of 
fracture treatment let us first of all review the 
gross and microscopic processes that go on fol- 
lowing such injury. For the first few days the 
hematoma between the bone ends begins to 
organize. The blood mixed with traumatic exu- 
date is partly fluid and partly clotted. It is soon 
invaded by the rapidly-growing cellular granula- 
tion tissue. After the first two to three weeks 
new bone called callus is first laid down in minute 
amounts around the blood vessels. This primary 
callus will eventually become bone if immobiliza- 


tion is continuous and uninterrupted. It will re-. 


quire many months, however, for mature bone 
with normal trabeculae to develop. In order to 
clinically correlate this process, consider for a 
moment the accompanying table. 

Organization of the hematoma between the 


Read at the Centennial Meeting of the Minnesota 
State Medical Association, Saint Paul, Minnesota, May 
18, 1953. 
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incomplete theré may be abundant external callus 
due to diffusion of the hematoma. This does not 
necessarily insure firm bony union, however. 

During subsequent weeks primary callus be- 
comes bone by virtue of a physico-chemical process 
of substitution. By ten or twelve weeks weight- 
bearing bones under ideal circumstances are some- 
times solid enough so that external splinting can 
be safely discontinued. An x-ray reveals a rather 
homogeneous mass of new bone at the fracture 
site and we say the fracture is united. Not for a 
year, however, will the healing process be com- 
pleted. A new medullary cavity must be devel- 
oped. Extra bone at the fracture site must be 
removed. The bony trabeculae must thicken and 
strengthen in response to normal stress and strain, 
until finally the fracture site becomes indistin- 
guishable from normal bone. The healing process 
is then complete. 

Do all fractures adhere strictly to this time- 
table? Obviously they do not! Many factors 
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TABLE II, FACTORS INFLUENCING RATE OF HEALING 





1. Age 5 

> ~— f f Transverse vs. oblique 
“. ype of fracture ..-...-..2-e-eeeee Compound vs. closed 

3. Blood supply PRS PR  at et ORR ee Hyperemia vs. ischemia 
4. Distraction 

5. Interposition 





enter into the rate of repair and the healing process 
in two identical fractures can vary tremendously. 
Those factors influencing fracture healing may 
be summarized as in Table IT. 

It is a common observation that the healing 
process in a growing child is much more rapid 
than in an adult. In an infant a fractured femur 
exhibits callus in a few days and is solid in one 
month ; by age five years it requires at least two 
months ; and in an adult four to six months. An 
oblique fracture with a wide expanse of raw bone 
to raw bone heals faster than a completely trans- 
verse fracture. Compound fractures are slower to 
unite than closed fractures. Fractures in the lower 
third of the tibia have a poor blood supply and as 
a result of ischemia are slow to heal. Hyperemia 
on the other hand, when it persists, will also 
delay union. Hence infected fractures are always 
slow to unite. Distraction of the fractured frag- 
ments from too much traction delays union. All 
of these factors so far, however, will only delay 
union—they do not prevent it. If immobilization 
is continued and uninterrupted, union will occur. 
Interposition of soft tissue, however, can render 
bony union impossible. A continuous hematoma 
no longer exists and non-union ean be predicted. 

Delayed union, therefore, implies a fracture that 
will still unite if immobilized long enough. Non- 
union, however, should be reserved for those frac- 
tures wherein all cellular activity has ceased. 
Except for interposition of soft tissue the only 
cause of non-union in a fracture is failure to im- 
mobilize the fracture long enough. Fractures can- 
not be treated by the calendar. Just because a 
certain fracture is not solidly united by a certain 
date, is no justification to abandon treatment. If 
a continuous hematoma exists between the bone 
ends all fractures will unite if completely and 
uninterruptedly immobilized long enough. There- 
fore, we must recognize delayed union due to one 
or more of the above factors and be prepared to 
continue treatment until the fracture is united. 
Only in this way can we keep ununited fractures 
in the category of delayed unions and out of the 
realm of non-unions, where only bone grafting 
can ever hope to complete the healing process. 
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What are the criteria for a diagnosis of non- 
union? When the bone ends become rounded, 
sclerosed and the fracture line is quite apparent 
on x-ray despite prolonged passage of time—non- 
union is established. Further immobilization will 
avail us nothing. Some other form of treatment 


is now necessary. 

Before attempting to decide when to stop treat- 
ment, however, let us consider for a moment when 
to start treatment. As a rule this is no problem. 
Treatment is usually started within the first twen- 
ty-four hours. The fracture is immobilized and 
healing is underway. However, some fractures 
require more than one manipulation, and others 
require delayed open reduction. There is no doubt 
but that the sooner continuous, uninterrupted im- 
mobilization is started, the sooner bony union is 
complete. However, during the first week one 
probably does not interrupt the healing process 
sufficiently to jeopardize the final result. If dur- 
ing the second week the fracture hematoma is 
disturbed, the delicate new granulation tissues are 
destroyed and the ultimate healing process is de- 
layed. After the third week, if surgical interfer- 
ence must be resorted to, some type of bone graft- 
ing procedure should be considered, to insure 
early union. Needless to say, compound fractures 
require immediate attention ; so do fracture dislo- 
cations, for not infrequently the integrity of the 
overlying skin if not the blood supply to the limb 
itself may be in jeopardy. Fractures of the fem- 
oral neck perhaps do not require the same ur- 
gent attention, but where the blood supply to 
the femoral head has already been embarrassed I 
feel the earlier the fracture is reduced and immo- 
bilized the better will be the result. In addition, 
patients in an older age group who fall and break 
a hip are seldom in better physical condition for 
surgery than the day of the accident. 

To decide when to stop treatment is a more 
difficult decision. The diagnosis of a healed frac- 
ture involves a correlation of some several obser- 
vations, as does any other diagnosis. One must 
consider the clinical and the radiological evidence 
as well as the length of time since the fracture 
was first immobilized. The diagnosis of a healed 
fracture is based on (a) clinical findings, (b) 
x-ray findings, and (c) calendar findings. 

After considering those factors influencing the 
rate of healing, one can turn to the calendar and 
then arrive at a rough estimate of the “due date.” 
In fracture treatment this is the date before which 
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one would not anticipate union to be complete. 
On this date the cast or other external fixation 
can be removed, The fracture site is examined 
clinically. It is tested for motion. It is tested for 


Not 


Fig. 1. Roentgenograms of a tibia in which immo- 
bilization .was refused by the patient after fifteen months. 
The first view was taken in April, 1949; the second in 
October, 1950. 


any undue pain or tenderness. The presence of 
pitting edema at the fracture site alone, should be 
a warning signal that union is not yet sound. If, 
however, the clinical prerequisites for union are 
satisfied one then turns to the x-ray. Views must 
be taken in at least two planes at right angles. 
In addition to re-affirming satisfactory position 
and alignment, the radiograph is expected to re- 
veal adequate callus formation. What else one 
looks for depends on the type of bone under con- 
sideration. In the case of a weight-bearing bone, 
the fracture line will have to be all but obliterated. 
There must be continuity of trabeculae between 
the proximal and distal fragments. In a non- 
weight-bearing bone like the clavicle, however, 
such continuity is not a prerequisite for discon- 
tinuing immobilization. In fact if one waited for 
x-ray confirmation of healing in this fracture, it 
might require three months. We all know from 
experience that the average clavicle is sufficiently 
healed in four to five weeks, however, and non- 
union is rare. 
To return 
ever, if one 
the fracture 


to the weight-bearing bones, how- 
discontinues immobilization before 
is sufficiently healed, the healing 
process will go into reverse, callus will be absorbed 


and non-union will result. The accompanying 


roentgenograms show a tibia in which immobiliza- 
tion was refused by the patient after fifteen 
months. Unprotected weight-bearing was resorted 
to. The patient then returned at eighteen months 
complaining of increasing pain. Immobilization 
was resumed after freshening the bone ends. 
Only after three years was this fracture finally 
healed. Such is the price for interrupting immo- 
bilization. 

When one is in doubt as to the status of bony 
union in a long bone, an x-ray should be taken 
while springing the fracture first one way and 
then the other. If any angulation occurs at the 
fracture site, bony union of course is not yet 
sound. Further immobilization is necessary. 

Union, delayed union, and non-union are, 
therefore, three diagnoses that must be carefully 
differentiated in timing the treatment of fractures. 
There is one other diagnosis that will sometimes 
have to be made. Avascular necrosis affects treat- 
ment and prognosis materially. Several bones have 
a precarious blood supply. Fractures that disrupt 
this blood supply render part or all the bone 
avascular. Such bone deprived of all its blood 
supply undergoes necrosis. If weight-bearing is 
permitted before a new blood supply has invaded 
the necrotic bone, flattening, fragmentation and 
distortion of the involved bone results. There- 
fore, the astragalus, the carpal navicular, and the 
femoral head in particular, must be watched, for 
evidence of’ avascular About six to 
eight weeks after the fracture the necrotic bone 
is noted to be comparatively more dense than 
adjacent bone. This fracture must be protected 
and immobilized a long time. The astragalus and 
femoral head may require a year to become re- 
vascularized. The carpal navicular has been im- 
mobilized eighteen months before union was com- 
plete. Failure to do so, however, results in non- 
union. 


necrosis. 


In conclusion, therefore, let us not treat frac- 
tures by the calendar alone. Rather let us con- 
sider all the factors that might influence the rate 
of healing. Having done so, then determine the 
earliest date by which union might be expected to 
occur. Then check the fracture clinically and 
radiologically before discontinuing immobilization. 
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ACCIDENTS—CHIEF KILLER OF CHILDREN 


A. B. ROSENFIELD, M.D., M.P.H., and WM. ALLEN, M.P.H., 
Minneapolis, Minnesota 


and 


EMERSON W. STOREY, B.S., M.S. 
Saint Paul, Minnesota 


HILDHOOD is an extremely dangerous 

period of life from the standpoint of acci- 
dents. Few Minnesota children die from diseases 
between the ages of one and fifteen years, but 
accidents are the leading cause of death in that 
age group—and, indeed, in every age group from 
one to thirty-five years of age. 

One-third of all the deaths of Minnesota chil- 
dren in 1952 were due to accidents. In that year 
accidents caused more deaths in youngsters aged 
one to fifteen years than the combined total caused 
by poliomyelitis, cancer, pneumonia and influenza, 
rheumatic fever, infectious meningitis, tuber- 
culosis, measles, and chickenpox (Fig. 1). The 
vear 1952 was the worst poliomyelitis year Minne- 
sota has ever experienced, with a total of 3,926 
cases and eighty-nine deaths in children under 
fifteen. Yet during that same period there were 
283 deaths in this same age group from accidents. 

lor all ages, a total of 1,658 accidental deaths 
occurred in Minnesota in 1952, a decrease of 
8 per cent from the 1951 total of 1,804 deaths. 
Among the ten leading causes of death, accidents 
continue to hold fourth place, year after year. 
Home accidents were responsible for more than 
one-third of all accidental deaths (591 deaths, 35.6 
per cent), a slight decrease of 2.3 per cent over 
the 1951 total. Of all accidental deaths, 17 per 
cent occurred in children under the age of fifteen 
years, an increase of Z per cent over 1951. 


Chief Causes of Childhood Accidents 

Two-thirds of the 1952 accident fatalities 
occurred in boys and one-third in girls. Home 
accidents claimed the lives of 141 Minnesota 
children under fifteen years of age, one-half of 
all accidental deaths during childhood. But home 
accidents were responsible for only one-third of 
all accidental deaths for all ages. 

Motor vehicle accidents accounted for more 

Dr. Rosenfield is Chief, Section of Maternal and Child 
Health; Mr. Allen is Health Educator, Section of Public 
Health Education, and Mr. Storey is Statistician, Section 
of Vital Statistics, Minnesota Department of Health. 
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than one-fourth (27 per cent) of all childhood 
accident fatalities (seventy-six deaths). Of these 
twelve were actually home or farm accidents 
although tabulated under motor vehicle accidents. 
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Fig. 1. Leading causes of death among children one 
to fifteen years—Minnesota 1952. 


Motor vehicle fatalities outranked every other 
cause of fatal injury in each specific age group 
except infancy. Nine of the children who died in 
motor vehicle accidents were babies under one 
year of age, twenty-four between one and five 
years, twenty-six were five to ten years, and 
seventeen were between ten and fifteen years. 

Extreme watchfulness is necessary to decrease 
the toll of motor vehicle accidents. The danger 
of leaving the ignition key in an automobile is 
illustrated by a fatal farmyard accident which 
occurred in Nobles County. Because the key had 
been left in the ignition of a car, which had been 
parked and left in gear, a twenty-month-old boy 
was able to start the vehicle. It lurched ahead 
until it rammed a second car behind which a 
three-year-old boy was playing. This child was 
crushed beneath the wheels of the car. As the 
result of other public accidents sixty children (21 
per cent) were killed (Fig. 2). 
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The second leading cause. of accidental death 
under the age of fifteen was drow’ \1..7, responsible 
for forty-seven deaths. Burns and fagrations 
were for deaths ; 


responsible thirty-seven 


‘\ 
VEHICLE PUBLIC 


Fig. 2. Accidental deaths by major classification, by 
percentage during childhood (infancy to fifteen years), 
and by occurrence in Minnesota, 1952. 


TABLE I. 


were in the age group ten to fourteen years. 

“He may have been chasing a frog, which he 
loved to catch,” the mother of a three-year-old 
drowning victim wrote in describing the accident 
in which her son died. She explained that her 
child had never gone into the water alone to 
wade. In attempting to reconstruct the events 
that led up to his drowning, she guessed that 
he might have stepped onto.a board floating on 
the farmyard pond while trying to catch a frog 
or turtle and had slipped into the water. No one 
was watching him. 

A one-year-old boy in Wadena County drowned 
in a road ditch in front of his home. He was 
playing near the ditch when the hired girl called 
him. He turned to look at her and she went back 
into the house. He apparently lost his balance 
and fell into the ditch unseen. In suggesting how 
the accident might have been avoided, the grieving 
father wrote that a fence around the yard might 
have averted the tragedy. 

Playing alone in the milk cooler shed at her 


PRINCIPAL CAUSES OF ACCIDENTAL DEATHS IN CHILDHOOD 


(UNDER AGE FIFTEEN) OCCURRING IN MINNESOTA, 1952. 





Type of Accident Under Age 15 


No. Per cent 


ie 


Total 100.0 

Motor Vehicle 

Drowning 

Burns 

Mech. suffocation : | 

Obstruction or suffocation | 
by food, external means | 
or pressure 

Firearms 

Poisoning 

‘alls 

Machinery Accidents 

Elec. Current 

Other 


26.9 
16.6 


mechanical suffocation in bed or cradle accounted 
for twenty-seven; obstruction or suffocation by 
food or vomitus, by external means, or pressure, 
resulted in deaths; firearms, thirteen; 
poisoning, falls and accidents 
machinery, nine deaths each. There were two 
deaths from electric current (Table I). 


twenty 


eleven ; from 


Drowning 


Drownings were responsible for one-sixth of 
all accidental deaths in children in 1952. Among 
these, twenty-three were preschool children be- 
tween the ages of one and five years ; thirteen were 
in the age group five to nine years; and eleven 
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One Yr. 


Number 


Under 1-4 
Years 


Number 
105 , 
cipibiaitada a 
23 
20 
1 





9 





rest of 
worked in the fields, a two-year-old 


Otter Tail County farm home while the 
the family 
girl tumbled into the milk cooler and drowned. 
Artificial respiration and then a resuscitator were 
used for several hours in a vain attempt to revive 


her. Four other children drowned in stock tanks 
in Minnesota, indicating the danger of leaving 
young children unsupervised. 

Failure to repair the top of a cistern, to fill it in 
or otherwise to protect it, resulted in the deaths 
of a four-year-old Douglas County boy and his 
three-year-old brother. The children were playing 
in the yard and climbed on the cistern cover. 
They fell through the faulty cover and were 
drowned. In another accident a child drowned 
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in a septic tank which was not properly covered. 
Creeks, ponds, pools, and potholes on farms, 
as well as lakes which border farm property, 


ie) 10 20 30 


teaching children safety rules and supervising 
their play is emphasized by these accidents ( Fig. 


3). 
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Total 283 


Fig. 3. Major causes of fatal accidents in childhood (infancy to fifteen years) by occurrence in Minnesota, 1952. 


claimed the lives of eight other children who did 
not have the protection of fences or play pens. 
Three children were drowned in boating accidents 
in the State, stressing the necessity for the use 
of safe boats, the wearing of life-jackets, the 
avoidance of standing or moving about in boats, 
and the danger of overloading boats. Twenty-four 
children drowned while wading or swimming in 
unsupervised lakes and rivers in the state during 
1952. All children should learn to swim and 
should wait for at least an hour after eating 
before swimming. Swimming and diving should 
be done only in supervised areas. 

Winter, too, takes its toll. Four youngsters 
fell through thin ice and drowned. The need for 
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Burns 

Burns caused by hot liquids, fires and con- 
flagrations took the lives of twenty-four children 
in the age group up to four years; eight in the 
age group five to nine, and five in the age group 
ten to fourteen. 

As the result of faulty heating equipment, 
fifteen children lost their lives in fires and con- 
lagrations. The igniting of a floor joist by a 
hot steam pipe not properly protected in a Minne- 
apolis apartment resulted in the year’s worst fire 
tragedy. Sixteen persons lost their lives in this 
blaze, nine of them children under fifteen. In 
commenting on this accident the chief of the 
Minneapolis Fire Prevention Bureau said these 
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deaths could have been prevented by having 
proper protection around steam pipes and by 
having a qualified, licensed person operating the 
boiler. 


In a home fire in Pine County, two sisters, one 
four years and the other ten months, were burned 
to death, when an overheated stovepipe set fire 
to tte wall. The home had no chimney, the pipe 
from a stove in the basement passing through 
the floor and then through a wall, without proper 
insulation. The girls’ father was badly burned in 
a futile rescue attempt. 

Playing with matches or lighted candles re- 
sulted in the deaths of five children. “Her dress 
was all aflame, it happened so quickly,” one 
mother wrote about the death of her six-year-old 
daughter who had found a book of matches and 
had ignited her clothing while playing with the 
matches in the kitchen. This accident points up 
the necessity of keeping matches and cigarette 
lighters out of the reach of children. 

Another mother was awakened by the smell of 
smoke while taking an afternoon nap. She rushed 
into the adjoining bedroom where her two-year- 
old son was in his crib. The child’s clothing was 
aflame, but the mother managed to get him out 
of the crib, although she was badly burned in 
doing so. Despite the mother’s heroic efforts, the 
child died from smoke inhalation and second de- 
gree burns. How did the fire start? Matches had 
been left within the child’s reach, 

In Becker County, one little three-year-old was 
out of his parents’ sight less than ten minutes, 
but in that time he found some matches, went be- 
hind the garage and was fatally burned. 

A lighted candle caused the death of a five- 
year-old girl in Isanti County. While playing in 
the attic of her home, the child’s dress caught 
fire from a candle which her brother had lighted. 
She died twelve hours later from second degree 
burns and shock. 

In Fillmore County, a fourteen-year-old youth 
was fatally burned in an explosion caused by 
kerosene he was using to start a fire in an old 
According to a Rochester official, the 
accident could have been prevented if the lad had 
not used a flammable liquid to start a fire. 


stove. 


Three children in the state died as a result 
of burns suffered while playing near bonfires or 
trash fires in spite of repeated warnings of the 
danger. In a northern Minnesota town, a mother 
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was burning grass in the yard while her three 
children played nearby. When the mother went 
to the backyard, her four-year-old son started to 
play with the fire which had almost burned itself 
out. His shirt caught fire and two days later he 
died from his injuries. 

Handles of pots and pans on the stove should 
be turned inward. Failure to observe this and 
other precautions and otherwise to protect chil- 
dren from hot liquids resulted in the death of 
four children under fifteen years of age. In one 
case a fatal accident was caused when a one-year- 
old boy pulled a cup of boiling coffee from the 
table and the contents spattered on his face and 
arms. In summarizing the accident, the bereaved 
mother wrote, “I had just poured a cup of coffee. 
My son was standing by the table. I turned my 
back. He grabbed the cup.” 

The use of a steaming inhalant to treat a child’s 
cold led to a fatal accident on a Minnesota farm. 
The six-months-old infant had been placed next 
to the stove which held a kettle of boiling water 
containing an inhalant. A blanket had been spread 
over the child and the kettle. The mother left the 
room for a few seconds. When she returned she 
found that the infant had jerked the blanket, over- 
turning the kettle, and had been scalded on the 
face, chest, and arms by the boiling liquid. In 
commenting on how the accident might have been 
avoided, the father wrote, “Those few seconds 
my wife was away cost us the life of our beloved 
The use of safe steam inhalators will pre- 
vent such an accident. 


’” 
son. 


l‘ailure to test the bath water by a thermometer 
or the elbow or wrist before bathing a baby 
resulted in the death of an infant in Beltrami 
County. An eight-year-old girl placed her infant 
sister in scalding water in an attempt to bathe 
her. The mother was not at home when the 
accident occurred. 

Two children in the state were electrocuted in 
1952. A one-year-old boy in Blue Earth County 
was instantly killed when in playing he touched 
a live wire left on the ground which was wet at 
the time. In Hennepin County a three-year-old 
girl was electrocuted when she touched the base 
of an electric mangle. To prevent electrocution 
of youngsters, live wires should be protected, 
electric cords should be in good repair, safety-type 
wall receptacles should be used and all electrical 
appliances should be grounded. 
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Mechanical Suffocation 


Mechanical suffocation in bed or cradle was 
listed as the cause of death in the accidental deaths 
of twenty-seven children, all but one of whom 
were under one year of age. Three-fourths of 
these deaths occurred in babies less than five 
months old. The usual story is that the baby was 
put to bed, apparently perfectly well, and was 
found dead the next morning. It was frequently 
stated that the baby was found face down in the 
mattress or blanket or tangled in the bed clothes. 
While practically all of these deaths were 
coroner’s cases, in only three instances were 
autopsies done. 

Many so-called cases of suffocation by bed 
clothes are actually the result of an acute respira- 
tory infection, frequently virus in origin. Coroners 
have failed to carry out adequate autopsies to de- 
termine the actual cause of death. Only 
occasionally is it possible for an infant to become 
wedged between the foot of the crib and the edge 
of the mattress and to die from suffocation. Only 
infrequently is it likely that a plastic sheet may 
accidentally be pulled over the baby’s face, result- 
ing in suffocation. In one instance in this series 
a one-year-old infant who was pinned into a 
sleeping bag tried to get off the bed and suffocated 
as a result. A soft mattress, a feather tick or a 
pillow, none of which should be used in a baby’s 
bed, may contribute to the possibility of suffoca- 
tion of a weak infant. But such deaths will con- 
tinue to be attributed erroneously to mechanical 
suffocation as long as physicians and coroners 
neglect to seek the actual cause of death by an 
adequate autopsy. Under such circumstances 
parents, too, should insist that an autopsy be 
done. Only by this means will it be possible to 
avoid the “guilt complex” that parents may de- 
velop in the belief that carelessness was respon- 
sible for the death of their baby; or the other 
extreme, expressed by a few parents, “It was an 
act of God.” 


Other Types of Obstruction or Suffocation 


Obstruction or suffocation by food or vomitus, 
by external means or by pressure, caused the 
(eath of twenty children. Six infants choked to 
death from vomitus or mucus in the trachea; two 
choked on milk. A one-year-old child in Todd 
County choked to death on a handful of the hulls 
of sunflower seed resulting in aspiration pneu- 
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monia ; another child of the same age in Ramsey 
County suffocated from a piece of bacon lodging 
in the trachea. A four-year-old child in Meeker 
County choked on a piece of meat. In St. Louis 
County, a five-year-old child died from suffocation 
as a result of a piece of carrot lodging in his 
trachea. 

In Hennepin County a one-year-old retarded 
child fell between the bed and wall. Because he 
was not strong enough to pull himself up, he 
suffocated. A three-year-old Martin ‘County 
youngster suffocated while playing on a gasoline 
truck when the heavy metal cover of one of the 
tanks fell and held his face down over the gas 
tank. 

An eight-year-old child in McLeod County was 
locked in a cedar chest while playing with a 
brother and sister. Before the self-locking door 
could be opened the child had suffocated. 

A highly prized belt caused the death of a nine- 
year-old boy in Traverse County. He climbed on 
an upper bunk bed to reach clothing which was 
hanging above the bed. He apparently grabbed 
the belt which was loose and buckled and threw 
it over his head. He then reached for the rest 
of his clothing. In throwing the belt over his 
head he had unknowingly hooked the belt over a 
hbedpost as well as around his body. When he 
jumped from the bunk he slipped through the belt 
until it caught him by the throat. Since his back 
was against the poster he was unable to twist 
around to loosen the belt and strangulation re- 
sulted. 

A somewhat similar accident in Ramsey County 
caused the death of a two-year-old girl. Playing 
during her nap-time in a double-deck bunk, the 
child strangled when her head caught in a hair 
ribbon looped over a poster of the bunk. In 
Anoka County a_ five-year-old tumbled while 
climbing a tree. He strangled when his head be- 
came wedged in a crotch of the tree. 

While playing in her McLeod County home, a 
one-year-old girl tied a venetian blind cord about 
her neck. She then lay down. The cord tightened 
as she lay down, and she strangled. 

One of the most unusual deaths occurred in 
Hennepin County when a three-year-old boy was 
playing in a snow bank with two dogs. Each of 
the dogs grabbed the ends of the scarf the child 
was wearing and pulled in opposite directions. 
Strangulation resulted. 
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Firearms 


l‘irearms caused tke deaths of thirteen Minne- 
sota children under fifteen years of age during 
1952. Almost as many children were killed by 
firearms in and around their homes as 
killed in actual hunting accidents. 


were 


To cut down the toll of firearms accidents, guns 
and ammunition should be kept in separate places 
and under lock and key. Cleaning guns, dropping 
them or knocking them off a support, exhibiting 
them or leaving them where children can find 
them, are the main causes of gun accidents. Be 
fore handling a gun the breech should always be 
opened and the magazine checked. A good safety 
rule to follow is never to bring a loaded gun into 
the house. Never point a gun at a person under 
any circumstances. 

“The child took apart a shotgun shell, and 
tamped the powder into the muzzle. He then 
discharged the gun, and the breech exploded send 
ing the firing pin into his brain.” In this way a 
St. Louis County official described an accident in 
which a fourteen-year-old boy was injured in 
the woods behind his home while playing with a 
.22 caliber rifle. Death resulted five hours later. 
“Parental supervision while the child was using 
the rifle would have prevented the accident,” the 
official thought. 

A gun shot wound in the chest caused the 
death of a seven-year-old boy in Ramsey County. 
He was shot by his brother while the two boys 
were playing in the kitchen. In commenting on 
the incident, the father wrote that the accident 
could have been prevented if the gun had not 
been left where the boys could get it. 

The happiness and excitement of preparing for 
a birthday party were cut short by a tragedy in 
a Jackson County home. In getting ready for his 
sister’s birthday party, a ten-year-old boy was 


killed when a 16-gauge shotgun was accidentally 
discharged. The victim and his older brother were 
playing in the bathroom hall when the fatal shoot 
ing occurred. 


In Sibley County a twelve-year-old was killed 
when the accidental discharge of a shotgun struck 
him in the chest. He was playing with other boys 
in the yard of his home when the accident took 
How could the accident have been pre- 
vented? “By teaching a boy how to handle fire- 
arms and their dangers,” the father of the victim 
replied. 


place. 
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Poisoning 


Accidentally taking poison caused eleven deaths 
among Minnesota children under fifteen years o! 
age during 1952. 

In Rice County, a one-year-old girl used a chair 
to climb to the medicine shelf. She reached a 
bottle of pills and swallowed a handful of them. 
The pills were digitalis and fatal poisoning 
sulted. The father wrote that the accident could 
have been prevented by more careful storage of 
medicine. A three-year-old boy died under similar 
circumstances in Ramsey County. 

Storing medicine in a locked medicine cabinet 
and keeping all poisons in another locked cabinet 
will prevent such tragedies. All poisons should 
be correctly labeled. Cleaning compounds used in 
the kitchen.or bathroom, such as lye, drano, am- 
monia, and silver polish should never be stored 
under the sink or on an easily accessible shel/, 
but should be kept in a locked cabinet. 

Poisoning from swallowing and inhaling gaso- 
line caused the death of a one-year-old girl in 
Koochiching County. She found a bottle of gaso- 
line in the yard while playing with other children 
and drank the contents. Again, proper storage 
would have prevented the accident. 

Only eleven hours elapsed between the time a 
three-year-old boy in Renville County drank anti- 
freeze which he found in the garage and the time 
he died of ethylene glycol poisoning. 

A one-year-old boy in Hennepin County dicd 
of poisoning after swallowing several aspirin 
tablets. For every fatal aspirin poisoning there are 
many non-fatal ones in which emergency action ts 
necessary to save the lives of the victims. Aspirin 
poisoning ranks high as the cause of poisoning 
accidents among young children. A_ two-year 
summary of the experience in the emergency 
room of one Minneapolis hospital showed that in 
this period, there were 168 poisoning cases in 
children under the age of five years, and that 
sixty-five of these cases were aspirin poisonings 
(lig. 4). 

These accidents often occur in less time than 
it takes to tell about them. Recently, in Hennepin 
County, the mother of three small children was 
attending to the youngest who was ill. She had 
left a bottle of sugar-coated aspirin on the table 
and in the few seconds that she left the room to 
carry the baby to his bed, the other two children 
had each gobbled a handful of the aspirin tablets. 
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l‘ortunately, her husband was home at the time, 
and after phoning the family doctor, he rushed 
the children to the hospital. They were given 
emergency treatment and were well in a few days, 
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in well water have been reported. Most of these 
cases occurred in southwestern Minnesota. This 
condition occurs only in infants less than six 
months of age and is usually quickly cured when 
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Fig. 4. Poison cases under age five, treated in the emergency room of Northwestern 


Hospital, Minneapolis, 1951-1952. 


but as the mother said afterwards, “It was much 
too close for comfort!” 

Before giving or taking medicine, the container 
label should always be read twice. A list of anti- 
dotes should be posted near the medicine cabinet. 
In case of poisoning give the proper antidote and 
call a physician at once. 

The death of a one-month-old baby in McLeod 
County as a result of nitrate poisoning from well 
Water deserves special comment. Since 1947, 
When the first case was reported in Minnesota, 
175 cases including eighteen deaths from methemo- 
globinemia due to excessive amounts of nitrates 
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diagnosed promptly. It requires a prompt change 
to low-nitrate water such as water from a munic- 
ipal supply or distilled water. Farm well water, 
especially in southwestern and midwestern Minne- 
sota, should not be used for infant feeding unless 
it is known to be low in nitrate content. The 
Minnesota Department of Health will analyze 
such water samples for nitrate content, free of 
charge. 

Attention should be called to the danger of 
leaving children in parked cars with the motor 
running. In Itasca County, a thirteen-year-old 
boy and his eleven-year-old sister died of carbon 
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monoxide poisoning, when they were left in the 
car while the parents went shopping for several 
hours. 


Falls 


alls rank high as a cause of accidental death 
among the elderly but they also occur among the 
very young. During 1952, nine Minnesota chil 
dren under fifteen years of age were killed in 
falls. 

“If the fence had been left around the septic 
tank excavation, the accident would not have 
occurred,” explained the father of a four-year-old 
Hennepin County girl who was killed in a fall 
in the front yard of her home. The child had been 
playing alone in the front yard. Venturing too 
close to the excavation, she had tumbled in. 

Failure to put up the guard rail on an upper 
bunk resulted in the death of a six-months-old boy 
in Otter Tail County. The child, who had been 
put to bed in the upper bunk, rolled over the 
side and plunged to the floor. 


In Washington County, a brother and sister 
played together in the hallway of their home. 
During their play, the little girl bumped against 


the door to the basement which was shut but un- 
locked. The door opened, and the two-year-old 
child fell down the entire flight of stairs, striking 
her head on the basement floor. It appeared that 
except for slight nausea she had suffered no ef- 
fects from the fall, but she died from the injury 
twenty hours later. 

Only minutes after coming home for lunch, a 
Ramsey County father learned that his two-year- 
old daughter had been seriously injured in a fall 
while waiting to greet him. The little girl had 
gotten permission from her mother to wait out- 
side for the father. When the father came into 
the house and said he had not seen his daughter 
the worried mother ran out of the house to look 
for her. The child lay sprawled on the concrete 
below a roof porch where children living in the 
building played. Because a gate which separated 
the porch and the flight of stairs had been locked, 
the child had tried to climb over the gate and 
had tumbled over the railing of the landing at the 
head of the stairs. She died three hours later. 

A fall from a chair caused the death of a one- 
year-old boy in Lac qui Parle County. The fa- 
ther, who was putting on storm windows, heard a 
thump. He hurried into the house and found his 
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son lying on the floor. In falling, the child had 
struck the back of his head. Death resulted from 
this injury. 

The attempt of a one-year-old girl in Hennepin 
County to climb a flight of stairs led to her 
death. After climbing some of the steps, the child 
lost her balance and toppled backwards. Accord- 
ing to the mother, the accident could have been 
prevented by having a gate at the bottom of the 
stairs and by inspecting the steps for defects. 


Farm Accidents 


Childhood accidents occurred in urban areas in 
45 per cent of the deaths (126) ; in rural areas in 
55 per cent. Since only 45 per cent of the popula- 
tion live in rural areas it is apparent that more 
accidents occur there than in urban areas. Of 
all rural fatalities (157), 25 per cent (thirty- 
eight deaths ) [ and 75 per 
(119) were non-farm. Four boys (ages eleven, 
fourteen) were killed 
while working with farm machinery. Three were 
killed by tractors and one by a manure lift. In- 
cluded in the thirty-four farm home accidental 
deaths were thirteen drownings, eight burns and 
five due to machinery. A two-year-old girl was 
killed when she fell off a tractor while riding on it. 
Three boys (ages two, two and seven) were killed 
by tractors backing up on them. A ten-year-old 
boy was killed by the power belt of a saw rig. The 
chief dangers from fatal accidents on the farm 
are machinery (there were seven tractor fatali- 
ties), drowning in stock tanks, cisterns, ponds or 
creeks, and burns. It should be noted, that seven 
deaths tabulated under motor vehicle accidents 
actually occurred on farms. 


were tarm cent 


twelve, fourteen and 


Summary 

Accidents continue to be the leading cause of 
death in children between the ages of one and fif- 
teen years in Minnesota. They were responsible 
for one-third of all childhood deaths in 1952. Ac- 
cidents caused more deaths than the combined 
total of all childhood deaths due to poliomyelitis, 
cancer, pneumonia and influenza, rheumatic fe- 
ver, meningitis, tuberculosis, measles and chicken- 
pox. 

The leading causes of accidental deaths during 
childhood were motor vehicles, drowning, burns, 
suffocation and obstruction, firearms, poisoning, 
falls, and machinery. One-half of these were 

(Continued on Page 1151) 
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RUPTURE OF THE INTERVENTRICULAR SEPTUM SECONDARY 
TO MYOCARDIAL INFARCTION 


JOHN F. BRIGGS, M.D. 
Saint Paul, Minnesota 


UPTURE of the interventricular septum fol- 

lowing myocardial infarction is much less 
common than is rupture of the ventricular wall 
itself. Perforations usually are single in number, 
but they may be multiple and most often occur in 
the lower central part of the septum. The size of 
the perforation, of course, varies with the degree 
of infarction. It has been assumed that one can 
easily diagnose rupture of the interventricular 
septum secondary to a myocardial infarction be- 
cause of the appearance of a loud, harsh, blowing 
systolic murmur often accompanied by a thrill 
over the precordium. In addition, the patient al- 
most invariably goes into acute heart failure, 


. although patients may survive and live for a num- 


ber of years. Death usually occurs in most of the 
individuals shortly after the perforation. Another 
complication of myocardial infarction is a rupture 
of the papillary muscle. When this occurs, the 
same physical findings as those of rupture of the 
interventricular septum are present, but a blow- 
ing to and fro murmur may be present, and the 
patient usually develops signs of collapse and dies 
within a short time. Occasionally, patients have 
survived both these complications. Since it has 
been stated that a diagnosis of a ruptured inter- 
ventricular septum is easily made during life, the 


following cases are recorded for our experience 
with these complications. 


Case Reports 

Case 1—Mrs. B. E. S., a white woman of seventy- 
two, was admitted to Ancker Hospital on November 8, 
1946. Just prior to admission to the hospital, she had 
had an attack of severe substernal pain which radiated 
down both arms. It had persisted for a few hours and 
then had disappeared. 

On examination the patient was found to be acutely 
ill. Her blood pressure was 180/110; pulse 70 and ir- 
regular. The heart was found to be enlarged to the 
left and there was a soft systolic murmur at the apex. 
The ele¢trocardiogram was diagnostic of an acute an- 
terior infarction. 

On the second hospital day, the patient had a friction 
rub over the precordium and on the fifth hospital day, 
she became very restless, complained of severe pre- 
cordial distress, and developed dyspnea and cyanosis. 


Dr. Briggs is Clinical Associate Professor of Medi- 
cine at the University of Minnesota. 
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The blood pressure was 87/60. On this day, a very 
loud, harsh, systolic murmur was heard over the pre- 
cordium. The patient died on the sixth hospital day 
of intractable heart failure. It was believed that she 
had had a rupture of the interventricular septum. 

Autopsy examination revealed the presence of a mas- 
sive myocardial infarction with a rupture of the inter- 
ventricular septum near its lower portion on the postero- 
anterior surface. A large thrombus was also present 
over the wall of the left ventricle and there was a rup- 
ture of the right ventricular wall adjacent to the sep- 
tum and this rupture measured 2.5 cm. in length. The 
pericardial cavity was filled with 150 cc. of unclotted 
blood. This patient had the obvious story and physical 
findings which indicated the diagnosis of a ruptured 
interventricular septum. 


Case 2—The patient was admitted to Ancker Hospi- 
tal on June 2, 1948, because of pain in his chest which 
had awakened him at 2 a.m. on the morning of ad- 
mission. The pain was burning in nature, deep in the 
chest and varied in intensity. It had. been so severe 
that: he broke out into a cold sweat. The pain radiated 
across the chest into the upper regions of both arms. 
There was no nausea or vomiting. 

Examination revealed the patient to be comfortable 
and on physical examination his blood pressure was 
158/94, temperature 99.2 and pulse 104. The physical 
findings showed the heart to be enlarged to the left. 
No murmurs were heard. The electrocardiogram was 
diagnostic of a posterior myocardial infarction. 

At the end of the first day in the hospital, a friction 
rub was heard over the precordium. On the third hos- 
pital day, the patient was free of pain and the heart 
rate was slow and regular. He did complain of some 
pain in the back. He developed dyspnea and was placed 
in an oxygen tent. The physical findings remained un- 
changed. The patient again was having pain in his 
back. The resident stated that should the pain continue, 
he would get a portable chest x-ray to determine the 
nature of the pain. When seen at 7 p.m., the patient was 
dead. 

Autopsy examination of the heart revealed an infarc- 
tion involving the posterior portion of the interventricu- 
lar septum and the posterior portion of the right ven- 
tricular wall. There was an area of perforation in the 
region of the apex and right ventricular wall posterior- 
ly, as well as a perforation of the interventricular sep- 
tum posteriorly to the area of the infarction. 


Case 3—A sixty-year-old white widower was admit- 
ted to Ancker Hospital on October 11, 1946, in an un- 
conscious condition. The informant stated that ten days 
previously, the patient had had three very severe anginal 
attacks during one evening, each seizure being relieved 
by nitroglycerin. The week before admission to the 
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hospital, he had been able to work every day and car- 
ried on his usual activities. On the day he was ad- 
mitted to the hospital, he was in his office apparently 
well, when he made a sudden outcry and a neighbor 
rushing into the office found him on the floor uncon- 
scious. About one-half hour later, he was admitted 
to the hospital. 

On admission to the hospital he was acutely ill, in 
shock, and covered with a cold sweat. On occasions, he 
would throw his arms about as though he were strug- 
gling. Examination of the chest revealed the heart 
rate to be rapid and irregular. The tones were distant 
and no murmurs could be heard. The blood pressure was 
60 systolic. An emergency electrocardiogram revealed 
a right axis deviation with rapid auricular fibrillation. 

The patient’s condition remained poor during the en- 
tire stay in the hospital. He died on October 12, 1946, 
some sixteen hours after admission. A few hours before 
death, rales appeared in both of the lung fields and 
the patient was obviously developing congestive heart 
failure. 

At the necropsy, the heart weighed 436 grams. The 
valves were normal in appearance and there was a 
marked degree of coronary sclerosis. The left main 
branch and circumflex branch of the coronary arteries 
were practically occluded, but no thrombus was present. 
The myocardium was pale in 2ppearance and normal in 
consistency with an area of old fibrosis in the wall of 
the left ventricle high on the posterior septum. There 
was also an area of recent infarction involving the 
mid-portion of the wall of the left ventricle which 
extended out to the apex. On the wall of the left 
ventricle there was a rupture of one of the papillary 
muscles so that it was free in the pericardial cavity. 
This rupture appeared to be ante-mortem and the rupture 
occurred at the site of the infarction at the base of in- 
sertion of the papillary muscle. 


Case 4.—Mrs. A. K., a sixty-year-old white married 
woman was admitted to the hospital on March 17, 1947. 
At the time of admission to the hospital, she was un- 
_ conscious. 

A history was obtained from the husband who stated 
that the patient had been well most of her life except 
for mild diabetes. On March 15, 1947, two days before 
admission to the hospital, she had developed pain in 
her chest which radiated into both her arms. She had 
also felt very weak. Following the onset of the pain, 
she became nauseated and vomited, but the following 
day, she was able to be up and around although she 
was very tired. 

On the day of admission to the hospital, the pain 
in the chest had returned with increasing severity and 
she had become markedly dyspneic. At the time of ad- 
mission to the hospital, the blood pressure was not 
obtainable. The heart tones were faint and no murmurs 
could be heard. The electrocardiogram taken on ad- 
mission revealed a recent posterior infarction. Nine 
hours after admission the patient died as a result of 
progressive heart failure. 
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On autopsy examination of the heart, a purulent ma- 
terial was found in the pericardial sac. The heart 
weighed 350 grams. The coronary arteries showed 
sclerosis but no definite interference in the size of the 
lumen. The main branch of the right coronary artery 
was sclerotic and had a fresh thrombus which oc- 
cluded the artery. The interventricular septum had an 
infarct in the posterior border with a rupture througli 
the septum near the base. The perforation measured 
0.5 cm. in diameter. 


Case 5—Mrs. M., a white married women, aged 
sixty-five, was admitted to Ancker Hospital on April 
19, 1951, and died on May 13, 1951. The patient was 
first seen at the Ancker Hospital because of a contact 
dermatitis which occurred in April of 1938. She was 
not seen again until the present admission <t which 
time she complained of substernal pain which radiated 
down the right arm. In addition, she had noticed ex- 
ertional dyspnea. She had known that she had had an 
elevated blood pressure for many years, and on ad- 
mission ‘to the hospital it was found to be 200/140. The 
pulse was 115 and respirations were 18 per minute. An 
electrocardiogram taken on the day of admission was 
suggestive of an anterior myocardial infarction. On 
April 29, 1951, it was felt that she was in mild con- 
gestive heart failure. On May 11, 1951, the patient ap- 
peared worse, she became cyanotic and confused, and 
rales were present in both lung bases. She was treated 
with digitoxin in an attempt to correct the heart failure. 
On the following dzy, the pulse was 80, but rales were 
still present in the chest and on May 13, the patient sud- 
denly became very cyantoic. The blood pressure was 
unobtainable, and a murmur appeared, systclic in time 
and loud and harsh; suddenly it disappeared. This led 
to a suspicion that a septal perforation had occurred. 
The patient’s course worsened and she died at 4:45 p.m. 
on May 13, 1951. The heart at necropsy weighed 450 
grams. The pericardial sac was normal. The exami- 
nation of the coronary arteries revealed them to be 
sclerotic in all their major branches and what appeared 
to be an old thrombus was found in the anterior descend- 
ing branch. The right coronary artery, the circumflex 
and the left coronary arteries revealed no occlusion. The 
cxaminaticn of the myocardium revealed it to be thin, 
and there was an oval-shaped perforation measuring 
1.5 cm. in size between the right and left ventricles, and 
occurred at the tip of the septum. 


Case 6—J. O., an eighty-two-year-old woman, en- 
tered Ancker Hospital on December 3, 1942, and died 
on December 4, 1942. Five days previous to admission 
the patient had had a very severe attack of epigastric 
pain which remained localized to the epigastrium. This 
was immediately followed by nausea and vomiting; the 
vomiting persisted until the day of admission. The pain 
was intermittent in character. The day after the onset 
of the pain, she had a bowel movememt, but following 
that time she passed no further gas or fecal material. 
The patient had had three similar attacks during the 
last few years. On physical examination, the patient was 
emaciated, she vomited fecal smelling material, and she 
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was dehydrated. Rales were present in the lung bases, 


and the heart was enlarged to the left. A loud blowing 


systolic murmur was heard at the apex of the heart. 
The blood pressure was 160/90 and the abdomen was 
distended. 


The only electrocardiogram the patient had was on 
the previous admission to the hospital on October 9, 
1939, and this was normal. The patient’s condition 
rapidly became worse. She developed cyanosis with in- 
creased dyspnea'' and she died three hours after ad- 
mission to the hospital. The most important findings 
were the presence of a loud, harsh, blowing systolic 
apical murmur. 


At autopsy the heart weighed 440 grams. The valves 
were normal in appearance but the coronary arteries 
showed a marked degree of sclerosis. The main branch 
of the right coronary artery was decreased in calibre. 
The circumflex branch of the left coronary artery was 
moderately sclerotic and its lumen was normal in calibre. 
There was a considerable amount of epicardial hemor- 
rhage in and around the anterior portion of the septum. 
The myocardium revealed softening with perforation 
in the region of the septum in the neighborhood of the 
left ventricle. 


RUPTURE OF INTERVENTRICULAR SEPTUM--BRIGGS 


Summary and Conclusion 
In summary, six cases of myocardial infarction 
are reported in which a rupture of a papillary 
muscle octurred without physical findings in one 
case; the history and typical findings of a per- 
forated interventricular septum occurred in an- 
other case; and in the remaining four cases, a 


rupture of the interventricular septum occurred 
in the absence of characteristic findings, although 
the diagnosis should have been established in 
Case 5 and suspected in Case 6. 

In conclusion, when the characteristic signs and 
symptoms of a perforation of the interventricular 
septum occur in a patient with a myocardial 
infarction, the clinical diagnosis is easily’ made. 
The same holds true for a rupture of a papillary 
muscle complicating a myocardial infarction. On 
the other hand, it is possible for such complica- 
tions to exist in the absence of the usual physical 
findings so that the condition then goes unrecog- 
nized and can only be diagnosed at necropsy. 





ACCIDENTS—CHIEF KILLER OF CHILDREN 


(Continued from Page 1148) 


home accidents—home, supposedly the safest place 
in the world. More than one-half of the accidents 
occurred in rural areas, and one-fourth of these 
occurred on farms. 

It is important to teach children to be thought- 
ful and alert and to exercise judgment. Parents 
can help by keeping a sharp lookout, by enabling 
children to satisfy their curiosity safely, and by 
helping them to gain experience under proper su- 
pervision and guidance. Talking about accidents 
that happen elsewhere is not very effective. The 
usual human reaction is—“It can’t happen to me.” 
School and home safety programs including a re- 
porting system, are badly needed. There should 
be an epidemiological study of all accidents to 
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determine the cause, preventability, and means of 
avoiding a recurrence. 

But any accident prevention program requires 
the active co-operation of parents. The success 
of such a program will depend on how much ef- 
fort parents make to reduce the hazards of the 
home and to keep constant watch over their” 
voungsters. Most accidents can be prevented by 
using plain common sense. It is absolutely nec- 
essary that parents, and children, too, become 
safety conscious, particularly in relation to drown- 
ing and burns, the chief causes of home accidents. 
Each one of us must do our part to cut down the 
appalling toll of accidents to children in the 
home and on the farm, as well as the highway. 





CLEIDO-CRANIAL DYSOSTOSIS 


E. C, PAULSON, M.D., and NORMAN STERRIE, M.D. 


Worthington, Minnesota 


HE RARE condition known as cleido-cranial 
dysostosis is in reality a multiple dysostosis. 
Cooper® has enumerated one hundred abnormali- 
ties associated with the syndrome. However, the 
name is still useful since the clavicular and cranial 


associated pelvic defects may result in such small 
pelves that natural childbirth is impossible and 
cesarean section must be employed. This is one 
of the practical aspects of recognition of the 
syndrome. 
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Chart 1. Family history of Mrs. M. L., who is indicated by letter 
“A.” Squares represent males and circles females. Shaded individuals are 


those with, at least, absent clavicles. 


defects are the most prominent features and serve 
well to identify the syndrome. 

In brief, the classic description involves aplasia 
of one or both clavicles, exaggerated transverse 
diameter of the cranium, delayed ossification of 
fontanels, and hereditary transmission. Ander- 
son’ says that the trait is dominant, and, conse- 
quently, affected individuals would be expected to 

*pass the gene and trait on to 50 per cent of their 
children. The family tree in Chart 1 bears this 
out. 

Among the common associated skeletal defects 
are delayed dentition, deficient pelvis and spina 
bifida. Brailsford? points out that the “most 
striking radiographic feature of the condition 
apart from the defective ossification of the clavicle 
is the apearance at all ages of delayed ossification.” 

Clinically, those afflicted are marked by wide 
foreheads with prominent frontal bosses, sloping 
shoulders, weakness of the shoulders, and the 
unusual talent of being able to approximate the 
shoulders anteriorly. In the case of women, the 


From the Worthington Clinic, Worthington, Minne- 
sota. 
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Case History.—Mrs. M. L., aged twenty-two, present- 
ed herself for care during her second pregnancy in 
1948. She had several months previously delivered else- 
where a male infant by cesarean section. Physical ex- 
amination showed an absence of clavicles, a palpable 
defect at the site of the anterior fontanel, and frontal 
bosses. Because of an intertuberosity outlet measure- 
ment of 5 cm., section was again indicated. After an 
uneventful pregnancy, section was done and a seven 
and one-half-pound female child delivered. Examina- 
tion of the child revealed an absence of both clavicles 
and- widely separated anterior and posterior fontanels. 
Further questioning of the mother indicated that the 
sibling also had absence of both clavicles. This child, 
B. L., presented for physical examination at the age 
of four and was noted to have, in addition to the absent 
clavicles, an. open anterior fontanel and prominent 
frontal bossing. 


A family history of four generations as pro- 
vided by Mrs. L. is portrayed in Chart 1 and 
serves to indicate the hereditary and familial na- 
ture of this anomaly. 

Roentgenograms of Mrs. M. L. and her older 
child, B. L., comprise Figures 1-6. Similar studies 
were also made of the other child, which were 
practically duplicates of those of B. L. 
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CLEIDO-CRANIAL DYSOSTOSIS—PAULSON AND STERRIE 





Fig. 1. Mrs. M. L., aged twenty- Fig. 2. Mrs. M. L., skull; note Fig. 3. Mrs. M. L., pelvis; note 
six; chest film showing absence of breadth of frontal region and open faulty development of pubes, small 
clavicles. fontanels. pelvic capacity and short femoral 

necks with valgus deformities. 





Fig. 4. B. L., aged 4, male; chest Fig. 5. B. L., skull; note unusual Fig. 6. B. L., pelvis; note absence 
film showing absent clavicles and width of calvarium and delayed os- of pubic ossification. The femoral 
spina bifida of cervical and upper sification of entire mid-sagittal por- necks show valgus deformities. 
thoracic regions. tion. 


Summary Bibliography 


Cases of a mother and her two children, all with 1. Anderson, R. C.: The Dight Institute for Human 
Sell ccialilt Maieaiiidie d ‘bed with Genetics, University of Minnesota. Personal Com- 
cleido-cranial Gysostosis, are described with roent- munication, July, 1953. 
genograms to illustrate the osseous defects. A 2. Brailsford, J. F.: Radiology of Bones and Joints. 


: ‘ ‘ , p. 578. Baltimore: Williams and Wilkins Co., 1948. 
family tree, extending back four generations illus- 3 Cooper, M.: Ann. Dist. Columbia, 10:334, 1941, 


trates the dominant hereditary nature of the char- quoted by R. B. Scott and L. O. Banks, Cleido- 
esi ~ cranial dysostosis syndrome, Am. J. Dis. child., 81: 
acteristic. 394-402 (Mar.) 1951. 
Novemnrr, 1953 1153 








THEODORE KONIG, M.D. and JOHN F. BRIGGS, M.D. Z 


Saint Paul, Minnesota 


EREDITARY hemorrhagic telangiectasis is 

an inherited anomaly affecting either sex but 
slightly more prevalent in females. The anomaly 
is transmitted as a simple dominant by both sexes. 
It is a vascular disturbance characterized 
anatomically by multiple dilatations of capillaries 
and venules which are found in the mucous mem- 
branes and in the skin. It is characterized 
clinically by a tendency to bleed from the angio- 
matous lesions and the pathologically dilated 
capillaries. 

The condition is sometimes overlooked because 
the general practitioner is not familiar with it as 
an entity. Bohington’ in 1865 described hereditary 
epistaxis. Rendu? in 1896 recorded a case of 
telangiectasis and recognized the pathology and 
hereditary aspect of the disease. Sir William 
Osler did a great deal to establish telangiectasis 
as a clinical entity. The literature on hereditary 
hemorrhagic telangiectasis was summarized by 
Goldstein in 1931, by Houser, by Stock, and by 
Barrock in 1944. 

Diagnostic criteria for hereditary hemorrhagic 
telangiectasis were established by Goldstein, 
Larrabee, and Litman. These are three in number : 


1. Definite hereditary tendency. 
2. Visible typical telangiectasis. 
3. A tendency to bleed from these lesions. 


Since the disease is transmitted by a dominant 
gene, it should make itself present in every gen- 
eration. On several occasions, families have been 
reported in which the disease has been traced 
through six generations. Often one generation is 
skipped only to have the disease appear insidiously 
in the next generation. Some of these people do 
not suffer from hemorrhage and this may be the 
reason for the apparent skipping of individuals 
of an entire generation. The hereditary factor is 
constant and where it cannot be demonstrated 
this failure is due to atavism. Very careful exam- 
ination usually reveals signs of the disease in one 


From the Medical Service of St. Joseph’s Hospital, 
Saint Paul, Minnesota. 

Dr. Briggs is Clinical Associate Professor of Medicine, 
University of Minnesota. 
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HEREDITARY HEMORRHAGIC TELANGIECTASIS 


of the parents. Many authorities believe that the 
condition is more common than the number of 
families reported in the literature. Many cases 
are without doubt undiagnosed or not recorded. 

The patients described in the literature have 
been chiefly of Anglo-German, Latin, Scandina- 
vian, or Jewish stock. It has been stated that the 
disease appears to be more severe in people with 
dark skins. 


Pathology 


The walls of the involved vessels have been 
found to be extremely thin. The dilated walls of 
the affected vessels are composed of but one layer 
of endothelium and are covered by an extremely 
thin layer of epidermis or mucosa. There-is no 
elastic area so once hemorrhage commences, there 
is little power of the walls to contract ; however, 
this is not characteristic of all the lesions for 
there may be dilatation of capillaries and venules 
with no deficiency of elastic tissue. On the skin 
the lesions are more commonly found on the 
cheeks, nasal orifices, lips, ears, neck, scalp, fin- 
gers, and trunk. The mucosa of the nasopharynx 
is seeming most often affected, followed in fre- 
quency by the tongue, palate, inner cheek, pharynx 
or larynx. Telangiectasis has been described in 
almost every organ system in the body including 
gastrointestinal tract, genito-urinary system, re- 
spiratory system, brain, meninges, and liver. Le- 
sions in stomach, colon, bladder, and brain are 
extremely rare. It is believed that large pulmo- 
nary arteriovenous aneurysms discovered clini- 
cally in some cases may be only the larger coun- 
terparts of widespread telangiectasis in the pul- 
monary vessel. 


Signs and Symptoms 


The symptoms are determined by the fragility 
of the lesions and the time of their appearance. 
Epistaxis occurs with increasing frequency from 
childhood onward. Bleeding is variable. Some- 
times there is profuse hemorrhage which in some 
reported cases has caused death. The mortality 
in some families who have the disease is 4 per 
cent. Usually there is only a moderate bleeding 
tendency which may cause secondary anemia and 
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considerable incapacity from nasal or oral hem- 
orrhage. In middle life, the skin and visceral le- 
sions appear and often add to the blood loss. 
Trauma is not necessary for bleeding occurs spon- 
taneously without trauma. Some patients may 
have nasal hemorrhage five or six times daily for 
weeks at a time. Epistaxis is conceded to be the 
most common complaint but bleeding may also 
come from telangiectatic areas in the mouth, gas- 
trointestinal tract, genitourinary, or respiratory 
tract. Hemorrhage into the brain and retina has 
been attributed to telangiectasis but the lesions 
have not been demonstrated in all instances. 

The lesions are small red purplish spots usually 
pin point in size, though sometimes they are 
larger and even in certain rare instances have a 
spider-like configuration. These lesions may or 
may not disappear on pressure. Pallor may or 
may not be present. 

l‘itzhugh has reported splenic and hepatic en- 
largement. This may be due to expanding he- 
mangiomata. Characteristic lesions have been re- 
ported seen by both gastroscopic and proctoscopic 
examination, 

Blood loss with resulting anemia are the usual 
blood findings. Bleeding time, circulation time, 
clot retraction, platelet count, and cuff test are 
usually considered essential for diagnosis. Singer 
and Wolfson reported a family with telangiec- 
tasia and a positive tourniquet test. There seems 
to be some relation and overlapping. between 
pseudohemophilia (Von Wellebrand), hereditary 
familial purpura simplex and hereditary hemor- 
rhagic telangiectasis. Pseudohemophilia is char- 
acterized by prolonged bleeding time, normal clot- 
ting time and clot retraction, a normal platelet 
count, and a variable tourniquet test. Hereditary 
familial purpura simplex presents a positive tour- 
niquet test but a normal bleeding time. In addi- 
tion to the pure types of hereditary capillary 
bleeding syndromes described above, patients are 
seen with some features of more than one con- 
dition. 


1. Hereditary Familial Vascular Purpura 
(a) capillary fragility 
(b) cuff test 

I. Hereditary Hemorrhagic Telangiectasis 
(a) visible telangiectasis 


— 


IT. Pseudohemophilia 
(a) bleeding time positive 
(b) deficient contractibility response 
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One should be cautious in diagnosing the dis- 
ease in childhood. Usually bleeding is not noticed 
until the age of twelve to fourteen and if one 
examines younger children of parents who have 
the disease, they may or may not show telangiec- 
tatic areas. Children in families with a history of 
telangiectasis usually have no spots on their faces 
until the age of twelve to sixteen years when the 
spois gradually appear and later start bleeding. 
Some authors have stated that the maximum de- 
velopment of these lesions tends to occur in the 
fourth decade. In typical cases it is well to empha- 
size that blood studies are normal in hereditary 
hemorrhagic telangiectasis unless there is second- 
ary anemia from blood loss. Errors in diagnosis 
may occur, if the vascular anomalies are over- 
looked. These lesions should be looked for in 
patients with obscure anemias. One should look 
for lesions on the skin in unexplained bleeding 
from the gastrointestinal, genitourinary or respira- 
tory tract. With internal hemorrhage in thé 
presence of visible skin or mucous membrane 
lesions, every effort must be made to rule out 
other causes of internal bleeding. 


Treatment 


The treatment, which has changed but little 
since Osler’s description of the condition, is aimed 
at management of the chronic bleeding and treat- 
ment of blood loss anemia. Transfusion is re- 
quired for acute hemorrhage and iron is indicated 
for chronic blood loss. A number of agents have 
been recommended for destroying the telangiec- 
tatic areas. They include thermocautery, appli- 
cation of silver nitrate, chromic acid, trichlor- 
acetic acid, and radium. Recurrence frequently 
appears as rapidly as the old areas are destroyed. 
Electrocoagulation when judiciously used gives the 
most satisfactory results. Some authors have re- 
ported that rutin is of some value. 

One cannot leave the subject of hereditary 
hemorrhagic telangiectasis without making some 
mention of pulmonary arteriovenous aneurysms. 

In case reports of arteriovenous aneurysms 
there have been occasional references in the lit- 
erature to its association with telangiectasia of the 
skin. The first case of pulmonary hemangioma 
was found by DeLange, DeVries, and Robbles on 
the postmortem examination of a two and one- 
half-year-old child. Reading earlier described the 
clinical triad of clubbing, cyanosis, and polycy- 
themia associated with this pulmonary lesion. Of 
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fifteen cases of pulmonary lesions reported in the 
literature, only three had associated hereditary 
hemorrhagic telangiectasis though nine had te- 
langiectasis of nose, face, or lips of a nonheredi- 
tary or non-hemorrhagic nature. Symptoms of 
this disorder occur in the third decade and these 
are caused by chronic anoxemia. The suggestive 
symptoms are dyspnea, weakness, palpitation, diz- 
ziness, numbness, syncope, diplopia, thick speech, 
hemoptysis, and chest pain. The arterial blood 
shows low oxygen saturation. A striking negative 
finding is the absence of signs of cardiac disease 
which is in marked contrast to the effect upon 
the heart of arteriovenous aneurysms in the 
greater circulation. The polycythemia which oc- 
curs differs from that in primary polycythemia by 
the absence of immature white cells. The murmur 
is characterized by being late systolic diastolic in 
time and best heard on inspiration. By doing 
angiography and using intravenous diodrast, the 
lesion can be clearly demonstrated. 

Congenital pulmonary arteriovenous fistulae are 
not always single lesions; on the other hand, evi- 
dence now seems to accumulate that they are more 
frequently multiple and may occur in both lungs. 

Radiologically there are slight lobulated shad- 
ows of increased density observed in the lung. 
Intrapulmonary opacities are connected with hilar 
vessels by broad tortuous bands of increased den- 
sity representing distended branches of the pul- 
monary artery and dilated branches of the pul- 
monary vein. 

The tumor may show variations in size depend- 
ing on change of, the intrathoracic pressure. On 
Valsalva test (deep inspiration followed by forced 
expiration against the closed glottis) the mass may 
become smaller. Mueller’s test (deep expiration 
followed by forced inspiration against a closed 
glottis) causes an increase in the mass. .The 
steadily increasing number of cases reported sug- 
gests that the condition is more common than has 
been supposed. Awareness of the picture may 
lead to a more frequent diagnosis of the condition. 


Case Report 


Case 1—Mrs. A. H. W., a white, divorced, woman 
aged fifty-five whose occupation was housework was 
seen on April 4, 1952, with the story that she had been 
tired most of her life but particularly so in the last 
ten to twelve years. She had been suffering from re- 
curring hemorrhages from the nose and in addition 
was anemic. She had known for many years that she 
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was suffering from some type of disturbance of her 
blood vessels that easily produced hemorrhage, and 
the hemorrhage usually occurred from the nose. Some- 
times the hemorrhages were so severe as to require 
heroic measures. She had also stated that because of 
these hemorrhages she was anemic. 

Her family history revealed the fact that the patient 
had relatives who bleed easily including her daughter and 
a grandson. 

On physical examination, her blood pressure was 
142/90, pulse, 72, and temperature, 99, at 2 p. m. on 
April 4, 1952. The only findings of note were marked 
areas of telangiectasia of the mucous membranes of the 
nose, mouth, lips, and also of the skin. The remainder 
of the examination was normal. Laboratory investigation 
on this date revealed the hemoglobin to be 10 grams, the 
red blood cell count 2,910,000, the white blood count 
6,400 with normal differential. The urine was normal. 
The blood sugar 104 mg. per cent, the blood urea 30 
mg. per cent, and the sedimentation rate 50 mm./1 hr. 
The platelet count 850,000 per 100 white blood cells. 

The ‘electrocardiogram was normal. The chest x-ray 
showed enlargement of the left ventricle. The Mantoux 
test was negative. The Wassermann test was also 
negative. 

The patient was admitted to St. Joseph’s Hospital on 
April 15, 1952, for further study and at this time the 
stools were found to be positive for occult blood. The 
bleeding time was 8 minutes, 25 seconds, the clotting 
time 4 minutes, 30 seconds, and the platelet count now 
325,000. Urobilinogen was normal. 

An x-ray examination of the gastrointestinal tract at 
this time was essentially negative except for a defect in 
the large bowel which was present in the distal portion 
of the sigmoid. This did not have the appearance of 
a malignancy and, on proctoscopic examination, it was 
found to represent an area of telangiectasia. 

The bone marrow studies were normal. 

The diagnosis was familial hemorrhagic telangiectasis. 

The patient’s daughter and the grandson reported for 
physical examination and in both individuals areas of 
telangiectasia were found on the skin and in the mu- 
cous membranes. There was no evidence of an arterio- 
venous fistula in the lungs. 


Conclusions 


An instance of familial hemorrhagic telangiec- 


tasis is reported in which the patient knew 
of members of her family who suffered from 
this disease and in whom the characteristic 
lesions were found in her daughter and in her 
grandson. Attention is called to the fact that this 
is not an uncommon disease and that patients who 
suffer particularly from epistaxis and other types 
of bleeding should be investigated thoroughly to 
determine whether or not they suffer from this 
particular affliction. 
(Continued on Page 1197) 
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LABORATORY DIAGNOSIS OF TUBERCULOSIS 


GERALD M. NEEDHAM, Ph.D. 
Section of Bacteriology, Mayo Clinic, Rochester, Minnesota 


ECENT advances in the management of tu- 
berculosis have increased the importance of 
proving the diagnosis before a program of treat- 
ment is planned. Although the results of physical 
examination may suggest tuberculosis as the diag- 
nosis, many other conditions can produce similar 
findings ; therefore, the clinician needs the assist- 
ance of the laboratory to establish the diagnosis. 
Demonstration of Mycobacterium tuberculosis is 
the only procedure that is absolute in the diagnosis 
of tuberculosis ; therefore the laboratory aid must 
be of the highest quality. 
The clinician must be ever mindful of the possi- 


bility of mixed infections and that the underlying 
cause of many infectious processes may be caused 
by the tubercle bacillus, despite the isolation of 


It becomes the clinician’s re- 
sponsibility to supply the laboratory with the best 
possible specimen and with any helpful informa- 
tion that he might be able to pass along. This may 
pose some serious problems but there can be no 
compromise with adequate specimens and repeated 
examinations. 


other organisms. 


The bacteriologist employs three primary pro- 
cedures that may aid in the diagnosis of tubercu- 
(1) smears stained for acid-fast bacilli, 
(2) cultures and (3) inoculation of guinea pigs. 
It is presumed that positive results obtained from 
inoculation of guinea pigs constitute indirectly a 
diagnosis of tuberculosis. On the other hand, the 
report that a acid-fast bacilli 
means only that organisms have been observed 
that are of size, shape and staining characteristics 
compatible with those of tubercle bacilli. It tells 
nothing of the cultural features and virulence of 
the organism. Clinical material frequently con- 
tains nonvirulent acid-fast bacilli; the latter are so 
common in gastric juice that the results of stains 
of such material are meaningless. 


losis : 


smear contains 


Novemner, 1953 


There are many methods for acid-fast staining, 
with claims for one advantage or another, but 
the earliest method, the Ziehl-Neelsen technique, 
still yields the best results. Techniques involving 
the use of fluorescent dyes yield good results in 
the hands of some investigators but further evalu- 
ation is required before they can be recommended 
as routine diagnostic methods. As already men- 
tioned, acid-fast bacilli exist that are nonvirulent 
for guinea pigs. Positive results of an acid-fast 
stain, therefore, are not by themselves satisfactory 
evidence of tuberculosis. Likewise, negative re- 
sults of examination of smears do not rule out 
tuberculosis. During the year 1952 at the Mayo 
Clinic, 34 per cent of the cultures that disclosed 
Mycobacterium tuberculosis were obtained from 
material in which examination of smears made at 
the time the cultures were begun failed to demon- 
strate acid-fast bacilli. The acid-fast stain is val- 
uable in the presumptive diagnosis of tuberculosis 
but it needs to be supplemented by culture and 
inoculation of animals before a final diagnosis 
can be made. 

On the contrary, cultures have considerable sig- 
nificance in the hands of experienced persons. 
Study has shown close correlation between cul- 
tural features and virulence. It is impossible to 
obtain reliable cultural results unless a dependable 
medium is available. The ideal medium should 
support growth of small numbers of bacilli, pro- 
mote rapid growth and be capable of inhibiting 
the growth of contaminating organisms. Only 
properly prepared and fresh mediums will yield 
satisfactory results. Liquid medium is not recom- 
mended for diagnosis but serves best as a research 
tool, since it can be injected directly into animals. 
One of the greatest drawbacks in use of cultures is 
lack of volume of material. A number of specimens 
must be received in the laboratory daily to warrant 
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establishment of the necessary special procedures 
required to culture the tubercle bacillus. A con- 
sistent flow of clinical material helps insure suit- 
able reagents, fresh mediums and a technologist 
who is thoroughly experienced. 

Although many laboratories rely entirely on the 
results of cultures, it has been the experience at 
the clinic that acid-fast bacilli found in cultures 
always should be checked for virulence in guinea 
pigs. Studies for virulence are carried out at the 
clinic on all newly isolated strains. 

At times tubercle bacilli are so few that inocu- 
lation of animals is indicated in addition to micro- 
scopic study and culture. At the clinic, two guinea 
pigs are inoculated directly with the material ob- 
tained from each patient or from each organ 
being studied. One animal is inoculated subcu- 
taneously over the lower portion of the abdomen 
and the other is inoculated intraperitoneally ; each 
animal receives half of the total inoculum. At the 
end of four weeks, the animal which received the 
material intraperitoneally is given 0.5 cc. of old 
tuberculin (OT) subcutaneously. About 75 per 
cent of the animals which have tuberculosis as 
the result of the inoculation are so sensitized by 
this time that they will die within twenty-four to 
forty-eight hours after injection of this amount 
of OT. If the animal does not die as the result 
of this injection, both animals are allowed to live 
for an additional four weeks and are then killed. 
All animals are examined at necropsy for evidence 
of tuberculosis. Evidence obtained from study of 
about 2,500 animals each year indicates consider- 
able variation in the extent and location of the 
disease process in these animals. A positive find- 
ing constitutes the demonstration of gross lesions 
that contain acid-fast bacilli. Occasionally, lesions 
grossly resembling tuberculosis are encountered 
but are proved to be those of brucellosis or coccid- 
ioidomycosis. 

No matter what technique is used in the search 
for tubercle bacilli, one salient feature should be 


kept in mind, namely the more extensive the in- 
vestigation the greater the likelihood of finding the 
organisms. Since the number of bacteria may. be 
small and the virulence may be low, an inadequate 
specimen may mean the difference between posi- 
tive and negative results of laboratory examina- 
tion. Therefore, it is extremely important that 
the bacteriologic laboratory have as large a speci- 
men as possible. 


Summary 
The finding of acid-fast bacilli in a smear is 
only suggestive of the diagnosis of tuberculosis. 
Similarly, a smear that does not contain demon- 
strable acid-fast bacilli is of little value in ruling 
out this disease. Cultural techniques for isolating 
and identifying acid-fast bacilli are satisfactory 
screening procedures when performed by skilled 
workers. All newly isolated strains of acid-fast 
bacilli should be tested for virulence in animals. 
The inoculation of guinea pigs is the most satis- 
factory single procedure for the detection of My- 
cobacterium tuberculosis in the wide variety of 
specimens submitted to the diagnostic laboratory. 

* * * 


This is the tenth in a series of editorial reports spon- 
sored by the Minnesota Society of Clinical Pathologists 
and designed to foster closer relationships between the 
practicing physician and the pathologist. 

Although the incidence of tuberculosis has decreased 
greatly during the past few years, this disease still 
remains a major cause of economic loss and of death, 
particularly among young adults. With the advent of 
increasingly effective chemotherapeutic agents for the 
management of tuberculosis, the diagnosis of the disease 
in its early stages becomes of great importance. As 
pointed out by Dr. Needham, the final positive diagnosis 
of tuberculosis rests with laboratory identification of 
the tubercle bacillus. This fact again emphasizes the 
vital part played by the laboratory and the pathologist 
in the modern practice of medicine. 

The editorial committee of the Minnesota Society of 
Clinical Pathologists solicits suggestions and comments 
concerning this series of reports. Reprints of this presen- 
tation can be obtained from the author or the chairman 
of the committee. 

Grorce G. 


R STILWELL, M.D. 
Chairman, 


a Editorial Committee 
Mayo Clinic _ 
Rochester, Mun. 





GRANTS FOR SURGICAL FELLOWSHIPS 


The Woman’s Auxiliary of the United States and 
Canadian sections of the International College of Sur- 
geons has set aside $6,500 to be used for grants for 
surgical fellowships, according to an announcement 
made by Mrs. Walter C. Burket of Evanston, Illinois, 
national president of the Auxiliary. 

The funds as voted by the Auxiliary’s 
directors will be distributed as follows: 
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board of 


$3,000 to finance study abroad by an American or 
Canadian surgeon. 


$3,000 to finance study in the United States or Canada 
by a foreign surgeon. 


$500 for a senior medical student at the University 
of British Columbia, in Vancouver, B. C 


Details of the grants will be announced later. 
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MEDICAL HISTORY OF THE COUNTY OF YELLOW MEDICINE 


MILDRED B. LEE 
Granite Falls, Minnesota 


(Continued from October issue) 


John Theodore Billington was born in Norway, of English descent. After 
completing his elementary education he entered the University of Christiania, 
from which he secured degrees in both pharmacy and medicine. He then migrated 
to the United States, and in order to acquaint himself with the customs and 
language, took a postgraduate course at Rush Medical College. He graduated 
in 1860. 

After graduation he entered into partnership with a Chicago man and went into 
the drug business, at the same time starting to build up a medical practice. He 
also made a trip back to Norway, thinking that he should settle there, but soon 
came back to the United States. He was married in Chicago to a young woman 
of Norwegian descent. 

While Dr. Billington was practicing in Chicago that city was visited by what was 
called “the black death” (cholera?). People died in their homes, in the streets, 
wherever they happened to be, sometimes after only a few hours of sickness. The 
demands upon the doctors for their services were so great that they could get no 
rest; Dr. Billington escaped occasionally by hiding in an outhouse to snatch a few 
hours sleep. 

Dr. Billington next moved to Stoughton, Wisconsin, and practiced there for a 
time. During this period his wife and daughter died. 

From Stoughton, Dr. Billington moved to Decorah, Iowa, where he gave much 
time to the examination of soldiers enlisting in the Civil War, and also for the 
purpose of determining eligibity for pensions. He became counsel for the Chicago 
and Saint Paul Railroad. He also married again, his second wife being a resident 
of Decorah. 

In 1879, Dr. Billington came to Canby, then a settlement of less than 200 
people. He practiced medicine there and also operated a drug business. In his 
practice he covered a wide territory, on horseback, or sleigh, or horse and buggy, 
according to the weather. Often he would have to stay at the homes of settlers on 
his trips around the country because of the great distances to be covered. 

Stories are told of his experiences, and one of these is of the time he stopped 
at a settler’s home and was told that he probably would not get any supper because 
the wife and mother had been bedridden for sometime. Without telling the family 
that he was a doctor, Dr. Billington asked permission to see the woman, which was 
granted. He then asked the farmer to take the family out in the yard and stay 
there until he called them. Doubtfully, thev obeyed. In a few minutes Dr. Billington 
joined them; and a very short time later the family was startled to see the wife 
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standing in the doorway, calling them to help her put out the fire. Dr. Billington 
had simply set fire to her mattress. She was completely cured. 

This instance of application of shock for the cure of a purely mental illness 
shows that from the earliest times doctors were aware of the relation between 
mental and physical disorders. In this case the woman had not been out of bed 
since the birth of her last child. Such stories are told in many places of many 
doctors, and it may be assumed that Dr. Billington was not the first, nor the last, 
to use such methods. 

When Dr. Billington arrived in Canby he had a family. Alec Billington, one 
of his older sons, well remembers Canby as it appeared in the winter of 1879, and 
the events of the early years. He remembered “Texas Jack” and his gang, des- 
peradoes in flight from the authorities, who were “perfect gentlemen” as long 
as they stayed in Canby. He remembers the time “Black Jack” was run out of 
town by the outraged citizens; and the noisy saloons that ran all night in spite 
of a midnight closing order. Alec Billington became a druggist and was associated 
with his father in the drug business in Toronto. 

Dr. Billington was licensed in Minnesota on December 15, 1883. At that time 
he was practicing in Toronto, but the Canby News reported him as being in Canby 
quite often, and planning to come back to Canby to practice. He is quoted as say- 
ing, “Canby is the healthiest place I’ve ever been in.” His daughter Dora became 
the wife of Samuel J. Lewison of Canby, well-known pioneer resident and busi- 
nessman ; his daughter Ella Billington has taught in the Canby schools and else- 
where for more than fifty years; and Alec Billington, retired, also lives there. 
Another daughter, Mrs. Georgia Blackmoor, lives at Vancouver, British Columbia, 
and there are two other sons, Ferdinand and Otto, who live in Seattle. 

Dr. Billington died in Decorah, Iowa, in 1893, at the age of seventy-five years. 


Dr. W. D. Calvin came to Canby in 1895. He was married, and Mrs. Calvin 
was also a doctor. 

The Calvins were cultured people and made many friends in the short time they 
resided in Canby. Dr. Calvin soon had the reputation of being a very good doctor, 
and prospects for building up a good practice were promising. He made friends 
easily and. was very well liked. The general impression was that he was excep- 
tionally skilled, a thorough gentleman, and was a credit to his profession. 

Mrs. Calvin practiced a little; but in that time women doctors were rare, and 
received little support from the public. Mrs. Calvin was dissatisfied at her own 
lack of opportunity in a place where her husband seemed marked for success. It 
is believed that her attitude was responsible for their leaving Canby in 1896. 

There appear to be no further records of the Calvins in Minnesota and these few 
facts constitute all that is known of them. 


Carlos Lord Chambers was born at Freeport, Illinois, April 12, 1858, and in 
1867, came with his parents to Mantorville, Minnesota. After completing his 
elementary education in the schools of that community he entered Carleton College 
at Northfield, graduating in 1881. He then entered Rush Medical College at 
Chicago, and graduated with a degree in medicine in 1883. Shortly thereafter he 
located at Canby, Minnesota. 

Dr. Chambers was a pleasant, friendly, personable young man, and soon estab- 
lished himself in practice. In the first year of his residence in Canby he married 
a girl from Kasson. The young couple took an active part in the social life of 
the town, Dr. Chambers having a good singing voice and considerable ability in 
music, and Mrs. Chambers occasionally appearing on literary programs as a reader 
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or in “declamations.” Both young people kept in close touch with their families, 
and the comings and goings of the parents of each are faithfully noted in the 
newspapers of the time. Dr. Chambers’ father was a traveling salesman for a 
furniture company, and regularly stopped at Canby on his rounds, making many 
friends in the community ; and Mrs. Chambers’ mother who resided at Mantorville 
was also a frequent visitor. 

Dr. Chambers’ first office was at his residence “next door to Al Williams’ Wagon 
Shop.” Next he moved to a building “over Wattner’s old stand,” then into the 
Gilberson Drug Store. This was one of the older drug stores, and the doctor and 
Adolph Gilberson were both fond of chess. One owned a chess board, and the 
other a set of chessmen. These articles changed hands one Christmas when 
Gilberson presented his chess board to the doctor and found himself in receipt of 
the doctor’s chessmen. 

Dr. Chambers served as county physician for the western townships of the 
county. He also headed many communities in furtherance of civic projects. He 
was in demand whenever music was needed and seems to have played an instrument 
on some occasions. 

Dr. Chambers enjoyed a good practice and was respected for his ability. He 
was one of the stockholders of the Bank of Canby and was active in civic affairs. 

In 1891, Dr. Chambers went into the drug business, opening a new and modern 
drug store in the Rund and Bing Building. He had an office at the drug store. 
He was not a pharmacist; and after about nine months he sold out to the man 
who had been acting as his pharmacist, and announced that he would accept a 
position at “Bellview Hospital, New York.” 

The Chambers family had made many friends in Canby, who “will surely regret 
to see them go,” according to the Canby News. Dr. Chambers’ interest in Canby, 
outside his profession, had been music, hunting, chess, and spirited horses. He had 
a smart turnout for his country calls, as frequently noted in the papers. Mrs. 
Chambers was also well liked, although she is remembered best for her curiously 
Victorian attitude toward women who required her husband’s care during child- 
birth. “Oh, those dirty women,” she would say, “Why can’t they look after them- 
selves?” The Chambers had no children. 

Dr. Chambers did not go to New York as planned. He remained at Mantorville, 
at his wife’s former home, for some time, then visited other towns and finally 
settled in Kasson. He practiced there until his death. 

Dr. Chambers died after an operation performed for injuries sustained when he 
was thrown from his buggy while returning from a professional call. His death 
occurred December 5, 1904, in Minneapolis, Minnesota. 


Franklin Judson Cressy was born in Greenfield, Franklin County, Massa- 
chusetts, July 5, 1849, the son of Francis and Lovina Cressy. Francis Cressy was 
a native of Bennington, Vermont, and Lovina Churchill Cressy was born in 
Franklin County, Massachusetts. Besides Franklin J. Cressy there were three 
other children, Frances L., William B., and Ernest F. Cressy. 

In 1858, the Cressy family moved to Olmsted County, Minnesota, where they 
established their residence on a farm. When the first graded school opened in 
Rochester in 1868, Franklin, then eighteen years of age, attended it for two 
years. He then read medicine in the office of Dr. H. Galloway of Rochester. 
Following this he took a course of lectures at Ann Arbor, Michigan, and then 
entered the College of Physicians and Surgeons at Keokuk, Iowa. He was gradu- 
ated in 1877. 
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After graduation Dr. Cressy began the practice of medicine in Howard Lake, 
Minnesota, and in 1879, married in that village Miss Fannie M. Taylor of Madison, 
Wisconsin. In the same year her sister Mary had married Florado H. Wellcome, 
who was a student at Rush Medical College at Chicago, and after his graduation 
they went to Granite Falls to practice. It is probably for this reason that Dr. Cressy 
and his wife also went to Granite Falls in 1880. 

Being a graduate pharmacist as well as a physician, Dr. Cressy at the first 
opportunity bought the stock of the Gould Drug Store. This stock was destroyed 
by fire in the building the night after the sale; but Dr. Cressy nevertheless pur- 
chased a new stock and opened a new drug store which he operated in connection 
with his practice for two years. He then sold a half interest to a C. G. Johnson, 
formerly of Philadelphia, and at the end of another two years sold his remaining 
interest so as to devote all his time to his practice. 

Dr. Cressy’s offices were on the second floor of the Neste Building, on Prentice 
Street, Granite Falls, and had neither adequate heat, running water, or other 
facilities. His home was at the top of the hill on Eighth Avenue, a large, well- 
planned house with landscaped grounds. It has since been divided to make two 
houses, one of which still stands on the original site. 

In appearance Dr. Cressy was tall, extremely slender, with dark eyes and dark 
hair, and rather prominent acquiline nose. He was aristocratic both in looks and 
bearing, in the memory of people who knew him. His manner was courteous and 
kind ; he was a friendly man, conscientious in his work and always concerned for 
the welfare of his patients. His reputation and character were exceptionally good 
in every respect; he was highly regarded both as a doctor and as a person. 

Mrs. Cressy was an attractive woman and very much interested in all cultural 
projects. In pleasant weather she would accompany her husband on his calls about 
the country, sitting out in the buggy with a book while Dr. Cressy made his calls. 
They were a congenial, perhaps devoted couple, taking part in the social affairs of 
the town and interested in all civic affairs. Mrs. Cressy was one of the members 
of the Hesperian Club, first women’s study club in Granite Falls, and was its 
president for several years. 

The Cressys were frugal in their habits. In a time when people ate heartily 
three times a day, Dr. Cressy’s purchase of a “hawf pound” of meat for dinner 
was noted with amusement. With proverbial Yankee thrift they invested wisely 
in bank stock and lands, building up a substantial estate. 

Dr. Cressy had a good practice, and gave it careful attention. He served as 
county physician, with Dr. Stratton, and then with Drs. Stratton and Schjeldrup, 
for a number of years. He also served on the Board of Health of the City of 
Granite Falls. In 1898, he was appointed county coroner to succeed Dr. Donnell 
who died during his term of office, and was re-elected twice. He was a member 
of the Masonic Lodge, of the State Medical Association, Camp Release District, 
and of the American Medical Association. He received his Minnesota License 
in 1877. In 1885, he took a postgraduate course in surgery at Rush Medical College. 

The Cressys were childless. They continued to live in Granite Falls until Dr. 
Cressy’s last illness, from which he died in Saint Paul on June 26, 1916. At the 
time of death he was sixty-seven years of age. He was survived by his wife, 
Fannie, a sister Frances Bulen, and two brothers, William and Ernest Cressy. 


Dr. Albert W. Cummings graduated from the Hahnemann Medical College, 
Chicago, in 1884, and was licensed in the State of Minnesota (No. 928) on May 
28, 1884. He began his practice in Sauk Center, where he remained until 1891, 
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when he came to Granite Falls. In the December first issue of the Granite Falls 
Tribune this comment appears: “this gentleman is another of the medical persua- 
sion and has an extensive business giving entire satisfaction to all whom he treats.” 

Dr. Cummings opened an office in a small building on the south side of Prentice 
Street what is now 711 Prentice Street. He was of the homeopathic school, and 
had a good practice. He appears to have been a quiet, rather retiring man, who took 
no active part in the affairs of the community. He was married and had two 
children. 

Dr. Cummings stayed about seven years in Granite Falls and then returned to 
Sauk Center. 


Dr. Alexander C. Dockstader was a physician of the homeopathic school, 
a graduate of Hahnemann Medical College and Hospital, Chicago, class of 1880. 
He first located in South Park, Dakota County; about 1883 he came to Granite 
Falls, where he had an office ‘‘next door to Nare’s Drug Store.” His professional 
card stated that he’ would be in his office from 8 to 9 a.m., and from 1 to 4 p.m. 

Dr. Dockstader had been married on September 20, 1882, to Miss Carrie Gard- 
ner, of Saint Paul. While in Granite Falls two children were born, Mettie, who 
died at the age of four years, and Allen Gardner. The family occupied the house 
known as the Foster house, which stands just off Prentice Street on Ninth Avenue. 

During the period of residence in Granite Falls, Dr. Dockstader built up a good 
practice and was very active in the Methodist Church, the Masonic Lodge, and 
several musical organizations. Both Dr. and Mrs. Dockstader appeared as soloists 
on the musical programs of various organizations. The doctor was also a member 
of the city band. In later years he became an accomplished musician, able to play 
almost every wind instrument. 

Dr. Dockstader was also interested in sports and-athletics. He was a member of 
the Granite Falls Baseball League, and had the distinction of being the first player 
to pitch a curved ball. He was also an ardent tennis player. He was fond of 
hunting, and after leaving Granite Falls returned many times to follow this sport 
in the hunting season. In appearance he was a tall, heavy set man, of jovial disposi- 
tion. He made many friends wherever he went. 

Mrs. Dockstader was also very popular, active in the church and social circles, 
and much in demand for her musical ability. 

County records show the birth of a still-born child in the summer of 1885, 
and shortly after this the Dockstaders prepared to leave Granite Falls. They sold 
the home and all its furnishings, and a group of twenty-five friends gathered at a 
farewell party and presented them with gifts. 

From Granite Falls Dr. Dockstader went to Red Wing, where he practiced for 
a time, probably two years ; he was in Minneapolis from 1887 to 1889, in Saint Paul 
from 1892 to 1896, and again at South Park. He later located in Lake City where 
he was for many years a very successful physician and surgeon, and served as 
county physician for Dakota County. 

Dr. Dockstader’s many interests made him a welcome addition to every com- 

; munity, and he enjoyed life and had many friends. Three other children were 
born: Irma, Harold J., and Ethel who died in infancy. 

In his later years Dr. Dockstader lived in Hastings, Minnesota, in the home 
of his son Allen. He died there on July 16, 1945, at the age of ninety-one years. 

He was survived by his children, Irma, now Mrs. R. W. Cummings of Saint 
Paul, Allen G. Dockstader of Hastings, and Harold J. Dockstader, president of 
a bank at Grand Rapids, Minnesota. 

(To be continued in the December issue) 


Novemper, 1953 








President’s Letter 


ESPECIALLY FOR YOU 


lf you are a general practitioner, the annual Interim Session of the American 
Medical Association is planned especially for you. met 

The meeting, scheduled for December 1 through 5 in St. Louis, holds a wealth lan 
of material presented particularly for the general physician. More than 150 papers har 
by outstanding physicians will cover such topics as internal medicine, surgery, gre 
pediatrics, obstetrics and gynecology, tuberculosis and other diseases of the chest, are 
cardiovascular diseases, arthritis, dermatology, gastrointestinal diseases and neuro- Th 
psychiatry. : ple 
ot 
tho 


call 


Of special interest, in view of the traffic fatalities and methods of prevention 
recently employed, is the exhibit symposium on the prevention of traffic accidents. 
This will include a discussion of the responsibility of the doctor in telling his 
patient when not to drive; also what other precautions the physician should take 
in such special situations as the testing of the drinking driver and the care of the 
injured after an accident. Representatives from the National Safety Council 


ear 
rat 
ful 
peo 
\ 


The usual exhibit features, obstetric manikin demonstrations, a diabetes exhibit wh 


and several police departments will participate. 


and a question-and-answer canference are also planned, with special attention hav 
given to the interest of the general practitioner. pat 

The St. Louis meeting will again present color television, showing motion lea 
pictures covering all the important problems which the general practitioner faces. dor 
This is a continual showing and many authors will be present to discuss their work. suc 
se -¢ . “ge “. ‘ » Test 
Scientific and technical exhibits are also slanted toward the specific interests of ; 
the general practitioner. About eighty displays appear in the scientific exhibit, 
while the technical exhibits will number to about 160 booths covering all types 


of office and medical practice needs. 


unl 
gre 
em 

The importance of this meeting to the general physician cannot be over-empha- dey 
sized. Those of you who have attended annual meetings of the AMA have seen citi 
the extent of the entire session and possibly have felt that more material for wo 
the G.P. could be incorporated into the meeting. lov 


The Interim Session fills that need. Every physician should make an effort to tot 


attend at least part of this session, for its value is extensive, its scope is broad, 
and its interest is high. fac 
out 


kn 


Ley 


President, Minnesota State Medical Association 











MINNESOTA MEDICINE 








. Editorial . 


ArTHuR H. WE tts, M.D., Editor ; Georce Eart, M.D., Henry L. Uxricu, M.D., Associate Editors 





GERIATRICS—MEDICAL OPPORTUNITY 


HIS NATION is the most favored nation on 

the face of the earth today. Its wealth is tre- 
mendous. Its people are relatively free, and its 
lands have not been destroyed by the invading 
hand. As a nation, we have been profligate of our 
great natural resources in the past. At present we 
are extremely profligate of our human resources. 
The economic usefulness of some 10,000,000 peo- 
ple is discarded at age sixty-five, and the burden 
of their support is in large measure placed upon 
those in a younger age group who are economi- 
cally productive. The individual is taught from 
early life to think of retirement and_ pension, 
rather than to think in terms of continued use- 
fulness as long as he lives. We destroy 40,000 
people annually on our highways. 

We are in ideological conflict with opponents 
who have unlimited manpower, whose citizens 
have great mental capacity, whose people are ca- 
pable of great scientific achievement, and whose 
leaders are dedicated to the objective of world 
domination. If we are to meet our adversaries 
successfully, we need to conserve our total human 
resource, 

Society, in general, must provide youth with 
unlimited challenge; it must present youth with 
great opportunity and the mental, physical and 
emotional capacity of our young people must be 
developed to the utmost. In our social structure, 
citizens with mature minds must be motivated to 
work to their greatest capacity, and must be al- 
lowed to work unhampered by economic restric- 
tion, blind prejudice or consuming envy. 

The increasing median age of our citizens, the 
fact that there are approximately 15,000,000 of 
our people in the over-sixty age group, and the 
knowledge that the average life expectancy is 
now approaching seventy years, emphasizes to 
us the importance of the geriatric problem in 
our economic and social structure. Necessity sug- 
gests that we keep this older age group economi- 
cally useful. We are short in manpower as com- 
pared to our ideological opponents. 

The foundations for senescence are laid in the 
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years of youth and maturity. The peak incidence 
of chronic disease occurs in the two decades be- 
tween thirty-five to fifty-four years, while the 
peak incidence of disablement and invalidism is 
found in the period from fifty-five to seventy- 
four years of age. The person who develops good 
mental habits, excellent emotional attitudes and 
useful physical skills in youth, who keeps the 
mind alert by continued study, the body strong 
and supple by proper nutrition and physical ac- 
tivity, and the spirit fed by “faith, hope and 
charity” during maturity, will often remain useful 
and alert, and an important member of our so- 
ciety during his waning years. It is important for 
this individual to know that society appreciates 
his abilities, and is eager to use them as long as 
they exist. 

The physician is in a key position to aid in the 
social conservation of those people who have 
reached maturity, and are mellowing with age. 
Knowledge, now existent, can be applied more ef- 
fectively to the fields of nutrition. We are well, 
but not wisely, fed in this nation. Much remains 
to be done in guiding our eating habits as a na- 
tion. Existing information provides a foundation 
for better work in prevention and treatment of 
such diseases as obesity, myxedema, primary 
and secondary anemia, diabetes and malnutrition, 
cancer, and tuberculosis. The prevention of acci- 
dents and sound public instruction in the matter 
of alcoholic abuse will yield large human divi- 
dends. Much can be done to guide social attitudes 
in regard to aging, and to motivate the individual 
to remain useful as long as he lives. 

The problem of chronic disease and its result- 
ant invalidism has been spoken of as “‘medicine’s 
number one problem.” Research and practice in 
this field will enable the physician to make a no- 
table contribution in the conservation and wise 
utilization of our greatest national resource, its 
human resource. 
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EDITORIAL 


REACTION TO REACTION 


A COMPLIMENT deftly turned never fails 
to please. Pride in our State Medical Asso- 
ciation is given an extra boost by the editorial, 
Minnesota Centenary, in the September 10 issue 
of the New England Journal of Medicine. We 
are grateful for that boost and editorial notice. 

This circumstance also gives us the chance to 
write our bit about the New England Journal. 
Ordinarily, we do little more than skim through 
the editorial pages of the medical periodicals that 
cross our desk. Not so with the New England 
Journal. Despite the universally recognized high 
quality of its scientific articles, we read the edi- 
torials first. Why? Because they have the most 
scholarly, straightforward and readable discus- 
sions of practical medical and medico-social (if a 
difference exists) problems we find. 

We know none of the editorial staff personally, 
but we are willing to vouch, just from their writ- 
ing, that they are men of good will. May their 
sincere reasonableness continue to shine through 
their editorials. 


H. G. M. 


TUBERCULOSIS IN MINNESOTA 


|” er namochene holds an enviable position in 
tuberculosis control. Its mortality rate has 


been reduced to one of the lowest positions on 
earth. Its morbidity rate has been greatly de- 
creased and so has its infection attack rate. Nev- 
ertheless, on the basis of sample testing of people 
of all ages, approximately one million of our citi- 


zens harbor tubercle bacilli. No one knows how 
many of them will have the disease evolve to 
clinical proportions, but the number will be sizable. 

The majority of Minnesotans in whom tubercle 
bacilli reside are in the upper age brackets. They 
were children when most persons who died from 
tuberculosis did so in their homes and when tu- 
berculosis was still abundant among the cattle 
herds. In necrotic and caseous lesions, they are 
still harboring the descendants of the tubercle ba- 
cilli which invaded their bodies while they were 
children and young adults. It is in these older 
people where the bulk of morbidity and mortality 
is now occurring. In fact, of the 205 persons who 
died in Minnesota in 1952, 83.9 per cent were 
forty years or older and 40.5 per cent were sixty- 
five or over. 
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Among those who have attained the age oi 
twenty or thirty years, tubercle bacilli have in- 
vaded the bodies of relatively few ; consequently, 
morbidity and mortality are at low ebbs. Indeed, 
only ten persons under the age of twenty-five 
years died from tuberculosis in Minnesota in 
1952. Thus, in more than the first third of life’s 
span, only 4.9 per cent of the total number of 
deaths occurred. 

Minnesotans have practically stopped talking 
about controlling tuberculosis and have substituted 
the thought of eradicating the disease. This is 
well within the realm of physical possibility, but 
it will require a long time and much more arduous 
and painstaking work than that of the past. 


With eradication in mind in the early 1930's, 
Minnesota physicians began considering adoption 
of special techniques that would offset the impend- 
ing sense of false security that was sure to develop 
as mortality and morbidity rates decreased. In 
other words, as the glamour disappeared there 
must be special methods to stimulate and main- 
tain interest and activity until eradication is ac- 
complished. It was recognized that the time would 
probably come when in some years no deaths 
would be reported and no one would be ill, yet a 
serious tuberculosis problem would exist among 
those who still react to tuberculin by reason of 
residual, caseous and necrotic lesions containing 
tubercle bacilli. 

Such techniques were discussed on a number 
of occasions by the Committee on Tuberculosis of 
the State Medical Association. This group decid- 
ed to recommend to the Council that the State As- 
sociation and allied groups draw up plans for 
accrediting counties on the basis of accomplish- 
ment in tuberculosis work. This was only a part 
of the state-wide tuberculosis program of the 
Minnesota State Medical Association. The Coun- 
cil approved and the House of Delegates unani- 
mously accepted this plan. The Governor, the 
State Board of Health and, later, the Minnesota 
Tuberculosis and Health Association were invited 
to be active participants in the projects. The fol- 
lowing requirements were established, by which 
counties could be accredited. 

1. The average tuberculosis mortality rate for 
the immediately preceding five years must not 
exceed ten per 100,000. 


2. At least 90 per cent of all the high school 
(Continued on Page 1196) 
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UNIVERSITY OF MINNESOTA SCHOOL OF NURSING 


Most physicians are painfully familiar with the current nursing “shortage” but 
not all are aware of the basic causes for this, nor of the intensive efforts and the 
diverse methods used to increase the over-all supply of nursing personnel. 


There are today more nurses practicing their profession than ever before. In 
spite of this, the demand for nursing services exceeds the supply. Contributing 
to this condition are the construction or expansion of hundreds of hospitals 
throughout the country, the recruitment of some 5,000 nurses by the armed forces, 
the introduction of new and better medical techniques and therapeutic procedures, 
the decrease in the length of the work week in hospitals in line with practices in 
other fields, and the delegation to nurses of many procedures that were formerly 
carried out by physicians. 

To meet this situation, effective action along three lines is essential. First, every 
possible effort must be made to recruit even more qualified young women for- 
nursing services. Intensive recruitment campaigns for both professional and 
practical nurses'are conducted year-round by the nursing profession at the national 
level in co-operation with the American Medical Association, the American Hos- 
pital Association, the National Foundation for Infantile Paralysis, the United Civil 
Defense Fund and the Advertising Council. On the local level many communities 
are doing a spectacular job of telling the story of nursing, the needs in the pro- 
fession, and the satisfactions to be derived from participation in this aspect of .the 
health field. The effectiveness of this recruitment program in Minnesota is 
evidenced by the fact that in 1951 there were 49 young women per 100,000 popula- 
tion admitted to schools of nursing in Minnesota as compared to 27 for Wisconsin, 
32 for Iowa, 22 for Michigan and a national average of 28. 


Second, nursing services and duties which can be performed by less skilled 
personnel should be delegated to them. This requires expert leadership and super- 
vision on the part of nurse administrators. Experience has demonstrated that such 
supervisory and administrative ability is seldom innate; therefore education for 
and practice in supervisory and administrative skills are two of the “musts” before 
smooth and efficient utilization of augmented nursing staffs can be achieved. 

And, third, physicians and hospital administrators must find ways to reduce 
to a minimum the demands for nursing services and to achieve the greatest possible 
efficiency in the performance of hospital functions. In accepting its responsibility 
in helping to meet these demands, the University of Minnesota School of Nursing 
offers preparation of nursing personnel in all major areas. The School prepares 
professional nurses for the practice of nursing in a sixteen-quarter program and 
practical nurses in a four-quarter curriculum. In co-operation with the School of 
Agriculture it offers a six-quarter program in practical nursing and home manage- 
ment. The University of Minnesota is the only center in the state of Minnesota, 
and in this region, preparing head nurses and other administrative, teaching, and 
supervisory personnel, as well as preparing graduate nurses through advanced 
study for more skilled practice in the many areas of clinical nursing such as 
medical, surgical, pediatrics, obstetrics, psychiatric, operating room, rural, and 
tuberculosis nursing. 

In short, a great part of the answer to the “shortage” of nursing personnel 
lies in conservation of human resources by improving the skills of all who ad- 
minister or participate in the care of the patient and by intelligent fitting of the 
worker to functions within his or her scope of interest and ability. The University 
of Minnesota through its School of Nursing is attempting to make the greatest 
possible contribution toward meeting this important community need. 


Harotp S. DIEHL 
Dean,:- Medical School, University of Minnesota 
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Edited by the Committee on Medical Economics 
of the 
Minnesota State Medical Association 
George Earl, M.D., Chairman 





FEDERAL AID SOUGHT FOR 
MEDICAL CARE PLANS 


New impetus has been put on the proposal to 
provide federal aid to voluntary prepayment medi- 
cal and hospital care plans in the country. 

The Interstate Commerce Committee 
has been asked to give early consideration next 
year to a health insurance bill to provide federal 
and state grants for this purpose. 


House 


A group of Republican senators and repre- 
sentatives introduced the bill. They are: Senator 
Ives of New York; Senator Flanders of Ver- 
mont, Representative Javits of New York, Repre- 
sentative Hale of Maine, and Representative Scott 
of Pennsylvania. Ives, Flanders and Javits spear- 
headed introduction of substantially the same 
measure in 1949, at which time Vice President 
Nixon, then a member of the House, also was a 
co-sponsor. 
recent issue of IJnsurance 
Economics Surveys, the proposed program calls 
for Federal grants-in-aid to those States which 
agree to participate. Representative Javits stated 
that “the people are offered the maximum in 
health assistance with the minimum of govern- 
ment interference. Primary responsibility for the 
development of adequate health services is placed 
in the states and local communities and in -non- 
profit cooperatives and group practice units with 
the fullest encouragement to the local initiative.” 

It should be noted here that the bill would 
provide aid to all plans which requested it in a 
cooperating state. It should be noted also, 
parenthetically at least, that very few states have 
refused to be “cooperating states” where federal 
aid to something or other is in the offing. 


According to a 


An official stand against this bill has been taken 
by the medical profession. A _ similar bill was 
actively opposed when introduced in the 8lst 
Congress, and active opposition by the profession 
is anticipated if the forthcoming bill is reported 
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out of Committee in the next session of Con- 
gress. 


Commission’s Recommendations 


The proposed legislation is consistent with the 
recommendations made last December by Presi- 
dent Truman’s Commission on the Health Needs 
of the Nation. But it is also consistent with 
recent statements by Health, Education and Wel- 
fare Secretary Oveta Culp Hobby that adequate 
medical care for all could be achieved by “ex- 
panding and perfecting the system of voluntary, 
non-profit, privately operated health-insurance 
programs.” 


Local Basis Noted 


Representative Javits, in reporting the bill to 
the committee, pointed out that local people would 
determine the “yardsticks of medical care” made 
possible by community medical resources, on 
which the scope of plans would be based. He 
explained that the plan is based on a fee of a 
percentage of income by those who elect to use 
it, thereby permitting anyone to join a plan, with 
the grants-in-aid helping to make up the difference 
between the standard fee and what an individual 
might be able to afford in premium charges. 


Not Compulsory 


“No one is compelled to join,” he stated, “but 
non-joiners lose the benefit of limited public sup- 
port for the health plans.” He also asserted that 
despite the fact that more than half of the 
nation’s population has some sort of insurance 
coverage against sickness, this protection in many 
instances is inadequate. 


Survey Cited 


To make his point stronger, Representative 
Javits called the committee’s attention to a survey 
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by the University of Michigan Survey Research 
Center, made for the Federal Reserve Board. 
This study found that unpaid medical bills are 
owed by nearly one family out of five. 

Insurance Economics Surveys quoted these 
figures : 


“The average debt for each of the 10,200,000 families 
is $105, or a total of over $1 billion, according to the 
study. Nearly one-third of the 15 million families in 
which the family head is less than 45 years of age and 
the children are under 18 owes medical bills. And of 
all the money spent privately for medical care in the 
United States about $1 out of every $9 remains as a 
debt to a doctor, hospital or pharmacist.” 


President Quoted 


Representative Javits also quoted President 
Eisenhower’s statement on health insurance, to 
support the proposed legislation. He called for 
early consideration of the proposed measure and 
pointed out that the President, in a campaign 
speech October, 1952, called action to make ade- 
quate medical care available to all, “a sound in- 
vestment.” The President also said that the way 
to accomplish this would be “to build on the 
system of voluntary, non-profit health insurance 
plans which our people have already developed 
at an amazing rate,” and added that “the use- 
fulness of Federal loans or other aid to local 
health plans should be explored.” 

Summing up his testimony before the com- 
mittee, Representative Javits felt that hearings 


should be scheduled early in the next session “so- 


that the Congress may have before it a thorough 
study on which to base legislation on this most 
important issue before the American people.” 

No doubt, the medical profession will exhibit 
high interest in the progress of this bill next 
session. 


ANNUAL SURVEY SHOWS 
HEALTH INSURANCE GAIN 


Record high levels for voluntary health insur- 
ance in America were reported recently for the 


year 1952. The Health Insurance Council has 
just released its annual survey of accident and 
health coverage for the nation. Every section of 
the country participated in the gains, the Council 
said, 

Minnesota’s part of the gain showed up in the 
following figures: 2,383,000 persons protected 
against the expense of hospitalization; 1,895,000 
persons protected against surgical expense; and 
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1,171,000- against medical expense. Minnesota’s 
population is about 3 million as of 1950. 


Cash Benefits Up 


In releasing the report, the Council stated that 
cash benefits flowing from voluntary health pro- 
tection aggregated more than $2 billions in 1952. 
The release said: “About half this amount went 
to help meet the cost of hospitalization, and over 
a half billion dollars more went towards opera- 
tions and doctors’ bills. Another half billion 
dollars represented benefit payments by insur- 
ance companies replacing income lost due to 
accident or sickness.” Thus voluntary health 
protection is now taking care of a substantial part 
of the nation’s health bill, the Council stated. 


More Folks Covered 


A significant increase in the number of persons 
covered for various types of health and accident 
insurance was also noted in the reporf. The total 
number of persons covered against hospital ex- 
pense approached the 92-million mark at the end 
of last year. This represented an increase of 
more than 5% million, or 7 per cent over 1951. 
Surgical expense coverage was carried in 1952 
by more than 73 million persons. This figure 
jumped 12 per cent over 1951, or 7% million 
persons. Approximately 8 million more persons 
than in 1951 were protected against doctors’ bills 
under medical expense coverage at the end of 
last year. This increase brought the total number 
of persons so protected to nearly 36 million and 
represented an increase of 29 per cent over 1951. 

The number of persons protected against loss 
of income due to disability exceeded 38 million 
at the end of last year, which is a new high mark. 

Also, the year saw increasing public acceptance 
of major-medical expense coverage, the newest 
form of voluntary health protection designed to 
help meet the catastrophic costs of very serious 
illness. Nearly 700,000 persons had this form of 
protection at the end of 1952. 

The report explained that “broadly speaking, 
major-medical expense coverage takes up where 
the customary forms of health protection— 
hospital, surgical and medical care—leave off.” 
The report noted : 


“The development of major-medical expense coverage 
is further evidence of the willingness of the insurance 
business to experiment in the public interest and to take 
steps to meet a recognized public need. It testifies to 
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the alertness of the companies writing accident and 
health protection in recognizing the need for broader 
coverage than had heretofore been available, and thus 
reflects the inherent vitality of the voluntary health 
movement in this country.” 


ARMED FORCES HAVE 
TOO MANY DOCTORS 


The number of physicians who have volun- 
teered for active duty in the armed forces now far 
exceeds present medical officer requirements. And, 
according to a recent news. release from the AMA, 
despite this the Selective Service System refused 
to cancel its latest physician draft call which 
forced 524 physicians to accept reserve com- 
missions and apply for immediate active duty or 
be drafted as privates. 

The release then outlines the disastrous long- 
range effects which will result from this call-up: 


1. A wastage of medical manpower resulting 
in a reduction in the number of physicians avail- 
able to cane for the civilian population. 


2. A tendency to use excess medical officers 


on nonmilitary assignments. 

3. A squandering of available medical regis- 
trants under the “Doctor-Draft law” which would 
accelerate the call-up of doctors in priorities 3 
and 4. 


4. An inefficient utilization of physicians .in 
uniform, with a resulting lowering of morale and 
general dissatisfaction with military service. 


5. A nullification of the newly established ratio 
of 3.0 per thousand between medical and over-all 
troup strength. 

Quoting from an editorial in the Journal of 
the American Medical Association, the release 
stated: “It appears to be certain not only that the 
current draft call was unnecessary but that there 
will be no more such calls for many, many months 
to come.” The editorial added: 


“Acting in good faith and on the -basis of the asser- 
tions by officials in Washington that medical personnel 
was sorely needed, many of these men have closed their 
offices or have discontinued their plans for additional 
residency or postgraduate training. In many instances 
this discontinuance of training was forced on them be- 
cause of the prohibition that prevented hospitals from 
accepting priority 1 and 2 men to fill available residency 
vacancies. 

“Having terminated their civilian commitments on the 
assumption that they were needed immediately by the 
armed forces, these physicians are now faced with the 
prospect of an indefinite status for the next year or 
more. Possibly it is still not too late for many of them 
to change their plans, to request a delay in call to active 
duty, and resume their civilian occupations. 
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“The government officials charged with the adminis 
tration of the ‘Doctor-Draft law’ are obligated to call 
to active duty only those physicians who are needed and 
immediately to advise medical reservists as well as 
Selective Service medical registrants when they cari 
expect to be called for military service.” 


GOVERNMENT SURVEY 
SHOWS VA ABUSES 


Suspicions that VA hospitals were abusing the 
system of medical care for veterans, were con- 
firmed this summer by studies of the government's 
General Accounting Office. This office tested 350 
veterans recently discharged from VA hospitals, 
and the following was brought to light: Among 
the discharged veterans who had been treated free 
at government expense, it was found that incomes 
ranged from $4,000 to $50,000 a year. Over and 
above mere annual income they found 25 cases 
where the veteran possessed real property and 
other assets between $20,000 and $500,000. 

One of the officials of the GAO had this com- 
ment to make: “It is clear that there are veterans 
being hospitalized on the basis of the unable-to- 
pay affidavit prescribed in the present law who 
are fully able to pay for their hospitalization and 
others who are able to pay in part. The present 
law and regulations in effect discriminate against 
the more honest class of applicants. In short, the 
veteran in ordinary circumstances must either 
perjure himself or be deprived of a benefit freely 
given to other veterans similarly circumstanced, 
perhaps less worthy of care at public expense.” 

It is clear too, that some sort of remedial action 
should be worked out. It is possible that a step 
on the way to solution will be pointed out by the 
House of Delegates of the American Medical 
Association when it meets in St. Louis in Decem- 
ber. Much serious thinking has taken place on 
this matter ever since it was first brought up, 
and it is to be hoped that those responsible for 
policy will be guided by all thoughts and opinions 
available on this very important topic. 





CHICAGO DOCTORS NOW 
CALLED BY RADIO 


Sherman Amsden, who has operated a Doctors’ Tele- 
phone Service in New York for thirty-one years, has 
inaugurated an Aircall Radiopaging Service in Chicago. 

Aircall has been operating in New York for the 
past two years. Delay in bringing the service to Chicago 
was caused by the unraveling of red tape connected 
with the construction permit. 

The Aircall radio station now is being built atop 
Chicago’s third tallest building. 
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Minnesota Academy of Medicine 


Meeting of February 11, 1953 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, February 11, 1953. Dinner 
was served at 7 o'clock and the meeting was called to 
order at 8:10 by the President, Dr. E. A. Regnier. 

There were thirty-one members present. 

Minutes of the December and January meetings were 
read and approved. 


The scientific meeting followed. 


Dr. Leo CULLIGAN, Minneapolis, read his Inaugurai 
Thesis entitled “Bowel Obstructions during the Post- 
operative Period.” Lantern slides were shown. (To be 
published later.) 

The meeting was adjourned. 


Rosert E. Priest, M.D., Secretary 


Meeting of March 11, 1953 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and County 
Club on Wednesday evening, March 11, 1953. Dinner 
was served at 7 o'clock and the meeting was called to 
order at 8:15 p.m. by Dr. O. H. Wangensteen in the ab- 
sence of the President, Dr. Regnier. 

There were forty-seven members and four guests 
present. 

Minutes of the 
approved. 

There was no business meeting and the scientific pro- 
gram followed. 


‘ebruary meeting were read and 


Dr. RicHArp L, Varco, University of Minnesota, gave 
his Inaugural Thesis which consisted of a lantern slide 
talk entitled “Operative Cholangiography Techniques 
and their Application to Certain Hepatic and Biliary 
Problems.” 


Discussion 


Dr. A. A. ZreEroLp, Minneapolis: It is most interesting 
to hear Dr. Varco speak of something in which we at 
General Hospital have been interested for some time and 
to have someone present cholangiograms which are 
teal cholangiograms. There is one thing I would like to 
add to what Dr. Varco intimated but did not emphasize. 
Operative cholangiography is not a casual thing, to be 
done when you have the leisure. In my practice, it is a 
routine procedure incidental to cholecystectomy. When 
we remove gall bladders, we remove them because they 
contain stones and for no other reason. If the gall blad- 
der contains stones, it is potentially a cause of stones in 
the common duct. I am unable to identify common duct 
stones by inspection or palpation of the common duct. 
Consequently, when I remove a gall bladder, I make a 
cholangiogram. We are all plagued by the recurrent 
symptoms following cholecystectomy, but I believe that 
when one analyzes his own experiences together with the 
literature, he will find that most recurrences of so- 
called “gall-bladder” symptoms occur in patients who 
should not have had a cholecystectomy to begin with. 
Nevertheless, real cases do exist. Of these, some repre- 
sent retained common duct stones and a few must be 
classed as biliary dyskinesia. These must be carefully 
examined, If, after the administration of morphine or 
codeine, the patient’s symptoms can be reproduced, ac- 
companied by a rise in serum amylase, sphincter spasm 
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must be considered. If, after administration of banthine, 
this symptom complex cannot be produced by morphine 
or codeine, I believe that transduodenal sphincter section 
is indicated. 


Dr. C. J. Watson, University of Minnesota: I have 
been delighted with Dr. Varco’s interest in this subject 
and with the co-operation and painstaking care he has 
taken in a number of our cases of jaundice. I think the 
operative cholangiogram has largely removed the problem 
of residual, postoperative common duct stones. Back a 
few years, it was not uncommon for one of our patients 
to have an operation for common duct stone only to 
come back later with the same symptoms and the neces- 
sity of one or more additional operations. I can’t re- 
member having such a case now for five or six years. 
These films that Dr. Varco has shown are good evidence 
of why we don’t see such situations any more. I take it 
for granted that if the common duct is opened at opera- 
tion, we have to have a cholangiogram then, on the 
table. 

A problem that requires the most meticulous care in 
diagnosis is in the jaundiced patient, especially when 
older and very sick. The distinction of biliary tract dis- 
ease from diffuse parenchymal jaundice, and the conse- 
quent decision whether to operate or not, may be ex- 
tremely difficult. I have seen a number of individuals 
who were operated upon with the thought that they had 
common duct obstruction, but who had hepatitis. This 
error is especially easy when the patient has had chole- 
cystectomy in the recent past,-and has acquired homolo- 
gous serum hepatitis as a sequel to it. 

We think we removed the jeopardy to the patient with 
marked jaundice by having a small laparotomy under 
local anesthesia, rather than a formal choledochostomy. 
If the cholangiogram shows that the common duct is 
open, then we feel confident the patient has diffuse liver 
disezse as the cause of his jaundice, rather than a stone 
or tumor. I have been very glad to hear Dr. Varco’s 
presentation, and I am sure he has helped us immensely. 


Dr. J. RicHArD Aurevius, Saint Paul: It is really 
quite stimulating to have a discussion on operative cho- 
langiography based on films that are of good diagnostic 
quality. I think Dr. Varco has shown us as interesting a 
group of films as we have seen for a long time. He has 
shown the advantage of having a Potter-Bucky type of 
diaphragm incorporated in the table and adequate power 
in the x-ray machine to enable fast techniques. I think 
the surgeons should be more critical of the operative 
cholangiograms and demand, so far as conditions permit, 
that the radiologic departments of our hospitals produce 

(Continued on Page 1173) 
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HOSPITAL PERSONNEL SHORTAGE 


Recently the chiefs of staff of all Minnesota hospitals 
received a brochure entitled “Meeting Your Hospital 
Personnel Shortage,” published by the Health Resources 
Advisory Committee of the Office of Defense Mobiliza- 
tion. This topic is of such vital importance today that 
it warrants serious consideration regardless of the in- 
dividual hospital’s present ability to secure an adequate 
staff. Dr. Howard A. Rusk, Chairman, Health Resources 
Advisory Committee, states, “. .. we may well be faced 
with a national emergency unless steps are taken to 
make better use of professional nursing skills and to 
recruit, train and utilize effectively, paramedical per- 
sonnel and other types of hospital workers.” 

The brochure outlines the problem of hospital per- 
sonnel shortages and suggests thirteen ways in which 
hospitals, physicians and nurses can act to minimize the 
problem. These suggestions, which have proven success- 
ful in many hospitals, call for recognition of the present 
trends in medical care, objective analysis of traditional 
staffing patterns and maximum utilization of personnel. 
Hospitals are called upon to adopt improved methods 
of recruitment, training and utilization of personnel and 
continuous in-service training for professional nurses, 
paramedical personnel and other hospital workers. 


Minnesota Takes Action 


Three years ago the Minnesota State Medical Associa- 
tion, in conjunction with the Minnesota Hospital Associa- 
tion, the Minnesota Department of Health, the Univer- 
sity of Minnesota, the Minnesota Society of Clinical 
Pathologists and the Minnesota Radiological Society 
undertook to study the shortage of laboratory and x-ray 
personnel. This group concluded that there was a need 
to expand approved training facilities, to establish short 
courses for aides, to intensify recruitment efforts to fill 
vacancies in approved courses and to provide refresher 
training for those presently employed. During the past 
two years five refresher courses for laboratory tech- 
nicians and seven for x-ray technicians have been held 
in various regions of the state under the joint sponsor- 
ships of the groups mentioned above and the societies 
of medical technologists and x-ray technicians. These 
programs have been successful in reaching many persons 
unable to attend state meetings, continuation courses, 
etc., and the subject matter has been tailored to fit 
the everyday problems of those attending. 

Recognizing the need for organized training for 
medical record workers, the sponsors have joined with 
the Minnesota Association of Medical Record Librarians 
to offer a three-day Institute for Medical Record Per- 
sonnel. The institute, which was held at St. Francis 
Hospital, Breckenridge, on October 29, 30 and 31, placed 
emphasis on the basic principles of medical record 
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keeping, the use of indexes and statistics, medical ter- 
minology and the Standard Nomenclature of Diseases 
and Operations. 

The nutritionists on the staff of the Minnesota. De- 
partment of Health have held one-day group meetings 
for dietary service personnel at four centrally located 
hospitals in northern Minnesota. Pre-meeting surveys 
of problems were made and the discussions held on those 
most pertinent to the particular group. From these 
meetings it appears that assistance is needed with prob- 
lems of special diets, menu planning and food purchasing. 
Similar meetings are being planned for other areas of 
the state and it is believed that this experience will 
form: the basis for the development of a continuing 
educational program in conjunction with the Minnesota 
Dietetic Association. Discussion of the use of the new 
therapeutic nutrition manual which has been prepare: 
by the Minnesota Dietetic and Home Economics Associa- 
tions will be included in future meetings. Use of this 
diet manual tends to simplify the work of the hospital 
in special diet calculation and to keep the cost of 
special diets reasonable. This program appears to be 
especially valuable to those hospitals without a pro- 
fessional dietitian. 


The problem of providing anesthesia services in the 
smaller hospitals is being considered in discussions with 
interested professional groups. A survey of existing 
and needed services and personnel will probably be 
undertaken this fall to develop a basis for approach. 
The co-operation of all hospitals will facilitate the 
solution of the questions involved. There has been 
considerable discussion relative to the possibilities of 
providing some basic information for hospital and 
medical personnel on the subject of rehabilitation. 


New Courses Instituted 


The training of aides or assistants is essential to make 
maximum use of professionally trained paramedical per- 
sonnel. In accord with this thinking, a twelve-month 
course for laboratory aides was established this fall 
consisting of two quarters of theoretical training at the 
University of Minnesota and six months’ experience 
in selected hospital laboratories. Although the enrolment 
in this first course is not large it may well be the fore- 
runner of future courses in other teaching institutions 
throughout the state. A new approach to the training 
of x-ray technicians was instituted in July. The course 
consists of three months’ study at the University and 
a minimum of one year of practical training at an estab- 
lished hospital school of x-ray technique or the x-ray 
department of a hospital supervised by a radiologist. 
This program relieves the hospital from the responsibility 
for didactic training, makes it possible for any hospital 
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with an x-ray department supervised by a radiologist 
to train technicians and provides the technician with a 
sound preparation for further training and advancement 
in the field. Another class will begin in January, 1954. 
In June, 1953, the Council on Medical Education and 
Hospitals of the American Medical Association approved 
the establishment of courses for the training of medical 
record technicians. At least one Minnesota hospital has 
applied for approval of such a course. 


Recruitment Program Under Way 


Undoubtedly, an intensive recruitment program is the 
key to increasing the supply of paramedical workers. 
Although nurse recruitment has been organized on a 
national scale, still more nurses are needed. The recruit- 
ment for the paramedical professions in past years was 
almost entirely limited to the personal contacts of in- 
dividual training schools and many vacancies existed 
each year. Those responsible for counseling young people 
in schools and colleges for the most part, have had little 
information about the hospital field and the oppor- 
tunities in these professions. During the past year the 
state hospital, medical and nursing associations, the 
Minnesota Department of Health and all the other state 
organizations representing hospital professions have 
joined forces to promote recruitment activities. One of 
the first activities of this group was the development 
of a four-page brochure which was distributed to high 
school seniors in Minnesota and adjoining states. Copies 
were also sent to all physicians and hospitals throughout 
the state. In addition to the immediate benefit to the 
participating groups in the exchange of information con- 
cerning recruitment techniques and joint promotional 
activity, the joint committee has focused attention to the 
need for personnel in these fields. A number of other 
groups are interested. The Women’s Auxiliary to the 
Minnesota State Medical Association has made recruit- 
ment a principal project during the coming year. School 
health directors and counselors, the State Departments 
of Education and Employment Security have become 
interested. Although it is difficult to assess the direct 
value of programs such as this, several hospital training 
schools report that they are receiving more inquiries 
than in former years. A recent publication of the U. S. 


Department of Labor entitled “The Shortage of Young 
Women Workers” points out the limited supply of young 
unmarried women which will exist for a number of 
years. With jobs of immediate promise open, the 
pamphlet states, it is difficult for young people to decide 
on a career which requires several years of additional 
training. It is necessary, therefore, to bring to these 
young people an understanding of the future of the 
professional fields and the rewards and satisfactions 
in a career in the field of health. 


Individual Action Necessary 


Minnesota has been alert to the need for action to 
meet the critical shortage of health manpower. As out- 
lined above there has been an excellent spirit of co- 
operation between interested organizations at the state 
level.. This co-operation is expected to continue and 
in those problems which can be approached on a state- 
wide basis, efforts will be made to initiate remedial 
action. However, the brochure of the Office of Defense 
Mobilization, “Meeting Your Hospital Personnel Short- 
ages” lists a great many things which can be done by 
the individual hospital, by the hospital administrators, 
trustees, physicians and personnel to conserve and to 
make the most effective use of personnel available The 
ultimate success of the program suggested lies in its 
application in every hospital. The success of each 
hospital in applying the suggested practices must be 
passed along so that others may benefit by this experi- 
ence. Co-operation between hospitals is, therefore, im- 
perative. Not only should there be a free exchange of 
ideas and suggestions but in many instances personnel 
may also be shared. Highly trained professional personnel 
often are not utilized to capacity in the smaller hospitals 
and sharing such services would not only make maximum 
use of these services but would also permit the smaller 
hospitals to enjoy them at a cost which it could afford. 

A great deal of progress has been made in recog- 
nition of the problems existing and in suggesting solu- 
tions. It remains for all people in the health professions, 
individually and collectively, to analyze the situations ob- 
jectively and institute appropriate actions. Only in 
making use of every possible means can the objective 
of providing the personnel for adequate patient care be 
met. 
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satisfactory studies. Until we do have proper physical 
equipment we are going to continue to give inadequate 
service at the operating table in respect to residual calculi 
in the biliary ducts. It is the small intra-hepatic duct 
calculus that is so hard to find. I had the privilege of 
visiting the University Hospital at Lund, Sweden, a few 
years ago and there they have been making every possible 
effort to search out the residual calculus. With their 
equipment they are able to produce operative cholangio- 
grams at 1/10th of a second exposure using the Bucky 
diaphragm and full-powered x-ray generators and it 
has allowed them to find many calculi remaining in the 
ducts that otherwise would have been missed. They 
still find they need to re-operate about 5 to 10 per cent of 
their stone cases for stones that later dislodge in spite 
of the fact that at the operation they do a primary cho- 
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langiogram and, before closing, a second cholangiogram 
to see if any residual stones can be detected. It would 
seem, therefore, that we might do better in our hospitals 
in having essential equipment available in the operating 
room for so important a function in support of gall-stone 
surgery. Dr. Varco has shown us a relatively inex- 
pensive method for operative cholangiography. We are, 
indeed, grateful to him for this very constructive 
presentation. 


Dr. CarLeTON B. CHAPMAN, University of Minnesota, 
(by invitation) gave a talk on “Michael Servetus and the 
Pulmonary Circulation.” 


The meeting adjourned. 
Rosert E. Priest, M.D., Secretary 
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¢ Reports and Announcements *¢ 





AMERICAN ACADEMY OF GENERAL PRACTICE 
TO HOLD SIXTH ANNUAL SCIENTIFIC 
ASSEMBLY 


The American Academy of General Practice makes 
the first official announcement of its Sixth Annual Sci- 
entific Assembly which will be held March 22-25, 1954, 
in Public Auditorium, Cleveland, Ohio. Topflight men 
as Sir Alexander Fleming, Dr. Howard Rusk, and Dr. 
E J. McCormick, are headlining the program. 

The entire program will be presented by men of equal 
note and by leaders in the fields to be covered. The 
Committee on Scientific Assembly, headed by Dr. John 
Mosher, of Coeymans, New York, promises that these 
four days will be pleasant, as well as instructive. 

A quick look at the program shows symposia on pep- 
tic ulcer tuberculosis, headache and dizziness, and anti- 
biotics; a live clinic on rehabilitation procedures, pres- 
entations on the commonly missed diagnoses of skin 
diseases, the almost forgotten woman—the routine multip- 
ara, and wummnecessary gynecologic surgery, arthritis, 
anemia, surgical problems, and the reecnt advances in 
therapeutics, will also be covered. 

To supplement the formal lecture program, the Com- 
mittee is putting together a scientific exhibit section 
which will include more than sixty exhibits. At least half 
of them will be original, making their debut at this 
meeting. All of them will be closely integrated with the 
lecture program. 

A social program is being planned for the wives culmi- 
nating with a President’s Reception, the first the Acad- 
emy has had, for the entire attendance. 


NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 

The seventeenth annual meeting of The New Orleans 
Graduate Medical Assembly will be held March 8 to 11, 
1954, headquarters at the Municipal Auditorium. 

Kigh.een outstanding guest speakers will participate 
and their presentations will be of interest to both spe- 
cialists and general practitioners. The program will in- 
clude fifty-four informative discussions on many’ topics 
of current medical interest, in addition to clinicopatho- 
logic conferences, symposia, three dimensional surgical 
motion pictures, round-table and 
exhibits. 


luncheons technical 

The Assembly has planned another interesting post- 
clinical tour to follow the 1954 meeting in New Orleans. 
On Sunday, March 14, the group will leave Los Angeles 
via Pan American World Airways and accommodations 
have been secured at the Royal Hawaiian Hotel in 
Honolulu, Island of Oahu. 

After an interesting sightseeing schedule, the group 
will leave on Wednesday, March 17, for the Island of 
Kauai, where reservations have been made at the Kauai 
Inn. Visits will also be made to Hilo and the Kona 
Coast. The party will return to Honolulu for several 
days prior to sailing on the S. S. Lurline on Thursday, 
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April 1. Arrangements have been made for visits to 
hospitals and for various medical programs. 

Details of the New Orleans meeting and the postclini- 
cal tour are available at the office of the Assembly, 
Room 103, 1430 Tulane Avenue, New Orleans 12, 
Louisiana. 


POSTGRADUATE TEACHING FUND FOR 
GIFT SUBSCRIPTIONS TO HOSPITALS 


The International Academy of Proctology announces 
the establishment of a postgraduate teaching fund to 
provide gift subscriptions to the American Journal of 
Proctology to 750 of the largest Hospital Libraries in 
this country and abroad. Inasmuch as the American 
Journal of Proctology is the only official Proctologic 
Journal in the world, these subscriptions will provide a 
continuing postgraduate course for interns, residents and 
hospital attending staffs in all major hospitals. ; 

As a teaching and educational organization, the Acad- 
emy is pre-eminent in Proctology. The Annual Con- 
ventions are literally postgraduate courses, and the Jour- 
nal has raised the level of Proctology throughout the 
world. 

The International Academy of Proctology recently 
znnounced the establishment of a Research Fellowship in 
Proctology with a grant of $1,200.00 to the Jersey City 
Medical Center, Jersey City, New Jersey. 


MINNESOTA PUBLIC HEALTH CONFERENCE 


The Minnesota Public Health Conference held its sev- 
enth annual meeting September 24-25, 1953, at the Hotel 
Nicollet, Minneapolis. The following officers and mem- 
bers of the Executive Committee were named at that 
time. 

Officers —President—Allan Stone, Saint Paul; First 
Vice President—S. A. Whitson, M.D., Albert Lea; Sec- 
ond Vice President—Edith Johnson, Minneapolis; Treas- 
urer—Stewart C. Thomson, M.D., Minneapolis; Execu- 
tive Secretary—D. S. Fleming, M.D., Minneapolis. 

Executive Committee—Irene Donovan, Past Presi- 
dent, Saint Paul; Herbert M. Bosch, Minneapolis; Neola 
Henson, Rochester; D. R. Gillespie, M.D., Saint Paul; 
Mrs. C. J. Schmitz, Saint Paul; Martin H. Roepke, 
D.V.M., Saint Paul; W. W. Rieke, M.D., Wayzata. 


MIDWINTER SEMINAR IN 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 
The eighth annual University of Florida Midwinter 
Seminar in Ophthalmology and Otolaryngology will be 
held at the Sans Souci Hotel in Miami Beach the week 
of January 18, 1954. The lectures on Ophthalmology will 
be presented on January 18, 19 and 20, and those on 
Otolaryngology on January 21, 22 and 23. A midweek 


(Continued on Page 1176) 
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Various factors during pregnancy (intestinal displacement, 
atony, inactivity) make it virtually impossible for most women 
to go through the gestation period without constipation. 


CONSTIPATION IN PREGNANCY: 


Satisfactorily controlled with Metamucil° 


Metamucil, with-its physiologic prin- 
ciples of “smoothage” and “normo- 
hydration,” is well tolerated for 
pregnancy constipation. This bland 
vegetable colloid may be used through- 
out the entire nine-month period 
without fear of forming a “‘habit” and 
without irritation to the mucosa. 
Greenhill’ suggests that Metamucil 
be given every other night. He also 
recommends that Metamucil be given 


in conjunction with a proper diet, 


during the lying-in period of the 
puerperium. 

Metamucil is the highly refined 
mucilloid of Plantago ovata (50%), a 
seed of the psyllium group, combined 
with dextrose (50%) as a dispersing 
agent. It is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 

1. Greenhill, J. P.: Principles and Practice of 


Obstetrics, ed. 10, Philadelphia, W. B. Saunders 
Company, 1951, pp. 103-104; 311; 332. 


SEARLE Research in the Service of Medicine . 





REPORTS AND ANNOUNCEMENTS 


MIDWINTER SEMINAR IN OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


(Continued from Page 1174) 


feature will be the Midwinter Convention of the Florida 
Society of Ophthalmology and Otolaryngology on Wed- 
nesday afternoon, January 20, to which all registrants are 
invited. The registrants and their wives may also attend 
the informal banquet at 8 p. m. on Wednesday. The 
Seminar schedule permits ample time for recreation. 

The Seminar lecturers on Ophthalmology this year 
are Dr. W. B. Anderson, Durham, N. C.; Dr. W. P. 
Beetham, Boston; Dr. W. C. Owens, Baltimore; Dr. 
A. B. Reese and Dr. M. C. Wheeler, both of New York 
City. Those lecturing on Otolaryngology are Dr. E. N. 
Broyles, Baltimore; Dr. H. P. House, Los Angeles; 
Dr. W. M. McNally, Montreal, Canada; Dr. Dorothy 
Wolff and Dr. D. Woodman, New York City. 


PUBLIC HEALTH NURSE 
CIVIL SERVICE EXAMINATIONS 


Applications for public health nurses’ civil service 
appointments are being accepted at 109 City Hill, Min- 
neapolis. Applicants must be eligible for nurses’ regis- 
tration in Minnesota; must be professionally prepared 
for public health nursing by “completion of an educa- 
tional program in nursing approved for public health 
nursing by the National Nursing Accrediting Service,” 
and in addition, must have a baccalaureate degree or, 


must have a minimum of one year of experience on the 
staff of a public health nursing agency rendering a 
family health service, and offering adequate nursing 
supervision under the latter; applicants, upon being 
certified to a position, must plan and carry out a pro- 
gram of study leading to the completion of the require- 
ments for a baccalaureate degree. 

Satisfactory evidence of meeting the education and 
experience requirements should be submitted at the 
time of filing application. 


CONTINUATION COURSE 


The University of Minnesota will present a continua- 
tion course in Pediatrics for General Physicians next 
January 7 to 9, 1954, at the Center for Continuation 
Study. Recent advances in the management of common 
pediatric problems will be stressed. Care of the pre- 
mature infant will be distussed, and the therapy of burns 
will be taken up along with many other topics of gen- 
eral interest. The course will be presented under the 
direction of Dr. Irvine McQuarrie, Professor and Head, 
Department of Pediatrics at the University of Minnesota, 


HENNEPIN COUNTY MEDICAL SOCIETY 


Dr. John H. Moe was installed as president of the 
Hennepin County Medical Society, October 5, succeeding 
Dr. Claude J. Ehrenberg, who became chairman of the 
board of directors. Dr. Willis L. Herbert became vice 
president; Dr. Charles A- Aling, second vice president; 
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PANELS ON TIMELY TOPICS. 
MEDICAL COLOR TELECASTS. 


TEACHING DEMONSTRATIONS. 


EXHIBITS. 





ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 


DAILY HALF-HOUR LECTURES BY OUTSTANDING TEACHERS AND SPEAKERS on 
subjects of interest to both general practitioner and specialist. 


SCIENTIFIC EXHIBITS worthy of real study and helpful and time-saving TECHNICAL 


The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should be a MUST on the 
calendar of every physician. Plan now to attend and make your reservation at the Palmer House. 


Palmer House, Chicago 
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REPORTS AND ANNOUNCEMENTS 


° eenow conveniently located for faster service 


You need no longer risk driving through congested traffic to examine new equip- 
ment. In this new, modern store you will find complete stocks of instruments and 
supplies for the physician; model displays of hospital equipment of every type; and 
a comprehensive range of equipment, apparatus and supplies for the modern 
medical laboratory. We cordially invite you to visit us at your convenience, or call 
us for prompt emergency service. Free parking is provided adjacent to building. 


Telephone: LIncoln 7601. 


a. s. aloe company oF MINNESOTA * 927 Portland Av 


Dr. Conrad J. Holmberg, secretary-treasurer, and Dr. 
Tague C. Chisholm, librarian. 

Board members include the officers and Dr. Silas C. 
Andersen, Dr. Ralph H. Creighton, Dr. L. Haynes 
Fowler, Dr. Thomas J. Kinsella, Dr. Robert F. Mc- 
Gandy, Dr. Robert E. Priest, and Dr. Horatio B. Sweet- 
ser, sixth district councilor of the Minnesota State 
Medical Association. 


LINCOLN-LYON COUNTY 
POSTGRADUATE EXTENSION COURSE 


The Lincoln-Lyon County Medical Society launched its 
forty-eighth semiannual postgraduate extension course 
at the Atlantic Hotel, Marshall, September 29. The 
program for the six-week period (one lecture each week) 
was outlined as follows: 

September 29, “Liver Function Tests, and Discussion 
of Pathological Problems,” by Dr. R. W. Kouchy, De- 
partment of Pathology, Fairview Hospital, Minneapolis. 

October 6, “Urology from a Medical Standpoint. Diag- 
nosis and Treatment of Urinary Tract Infections,” by 
Dr. W. A. Merritt, Mayo Clinic, Rochester. 

October 13, “Medical Problems,” by O. J. Campbell, 
Minneapolis, President, Minnesota Medical Association. 

October 20, “Doctor-Pharmacist”—courtesy meeting 
to the Lyon-Lincoln and Minnesota Pharmaceutical As- 
sociations, by K. C. Mattison, President, and Henry M. 
Moen, Executive Secretary. 

October 27, “Endometriosis, Diagnosis and Treatment,” 
by Leonard A. Lang, Department of Obstetrics and 
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Gynecology, University of Minnesota Medical School, 
Minneapolis. 

November 3, “Peripheral Vascular Disease,” by H. O. 
McPheeters, general surgeon, specializing in vascular 
diseases, Minneapolis. 


SOUTHERN MINNESOTA 
MEDICAL ASSOCIATION 


Dr. William C. Bernstein, of Saint Paul, was elected 
president of the Southern Minnesota Medical Association, 
at the annual meeting, held September 14, in Mankato. 
Dr. D. P. Anderson, of Austin, was elected vice presi- 
dent, and Dr. Charles Stroebel, of Rochester, secretary- 
treasurer. Winona was selected for the 1954 annual 
meeting. 
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FIRST REGIONAL CONFERENCE 
HELD AT WORTHINGTON 


The first of a series of Regional Conferences to be 
held in many parts of the state under the auspices of 
the Woman’s Auxiliary to the Minnesota State Medical 
Association was held on Monday, September 21, at 
Worthington. More than twenty-five women attended 
the luncheon and afternoon program arranged by Mrs. 
Henry W. Quist, Sr., of Minneapolis, president of the 
state organization, and Mrs. O. M. Heiberg of Worthing- 
ton, regional advisor. They came from all the south- 
western counties of the state. 

The program which followed the luncheon was 
designed to bring members of the district up to date on 
all organization problems and responsibilities and also 
on the special civic and health programs of particular 
interest to doctors’ wives. 

Mrs. Quist presided and welcomed the women on be- 
half of the state organization. Mrs. Peter S. Rudib, 
president-elect of the state auxiliary, talked over mem- 
bership problems, urging all the women present to re- 
gard themselves as members of organization committees 
charged with the duty of bringing in new members and 
retaining old ones. Mrs. Rudie also asked all auxiliary 
members to read the Bulletin of the Woman’s Auxiliary 
to the American Medical Association and the Handbook 
and Today's Health to keep up to date and urged them, 
especially, to regard auxiliary membership as a privilege 
as well as a responsibility. 

Mrs. L. J. Leonard, of Minneapolis, addressed the 
women on the subject of mental health in Minnesota 
and the part that auxiliaries can play in fostering a 
co-ordinated and effective program in the state. She 
said that 25 to 30 per cent of the tax dollar went for 
maintenance of mental hospitals in Minnesota last year— 
a staggering sum amounting to considerably more than 
was spent for all institutions of higher learning in the 
state—and it went for the care rather than the cure of 
the mentally ill. 

Doctors’ wives have a tremendous opportunity to ex- 
tend public education on mental health, Mrs. Leonard 
said, and she urged that every local auxiliary put mental 
health education Gn its program for this yezr. She 
suggested, further, that auxiliary members inform them- 
selves on the subject in study groups, by means of 
lectures and motion pictures in close cooperation with 
medical societies and advisors. 

The problem of supplying hospitals and medical groups 
all over the state with trained personnel was presented 
to the auxilizry members present by Mrs. W. G. 
Johanson of Saint Paul. Minnesota hospitals are short 
people, Mrs. Johnson said, in- 
cluding anesthetists, dietitians, medical reccrd librarians, 
medical social workers, medical technologists, nurses, 
occupational therzpists, and x-ray technicians. She urged 
the women to make a new effort to reach all the young 
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hundreds of trained 





people in their communities with information about the 
opportunities and satisfactions to be had in all these 
allied medical careers. Especially, she suggested that 
they secure brochures on the subject for distribution to 
students in the ninth and tenth grades in their local 
high schools and inform themselves, also, about scholar- 
ships and student loan funds available to qualified 
applicants from both public and private sources. 

Program planning was discussed by Mrs. D. J. Hal- 
pern of Brewster. “Community health plans don’t just 
happen,” Mrs. Halpern told the women. “Someone has 
to lay the groundwork and auxiliary members, by the 
very nature of their organization and association with 
doctors’ organizations, are in a position to offer leader- 
ship: in working out these plans.” 

For that reason progrems should be suitable for 
medical auxiliaries, not just for women’s clubs, Mrs. 
Halpern said. She suggested the following subjects for 
consideration, with the approval of medical advisors: 
civil defense plans in local areas; legislation reports; 
rural health; “Health Days” for auxiliaries; American 
Medical Education Foundation fund raising; cancer; 
heart; polio; cerebral palsy; the Red Cross blood pro- 
gram. In addition, she emphasized the importance of 
mental health and of the promotion of training for 
allied medical careers. as subjects for auxiliary con- 
sideration. She also suggested that each auxiliary con- 
sider the following ten questions as applied to its own 
local community needs and with a view to the develop- 
ment of its own community work. 

1. Who guards your community’s health? 

2. What agencies and organizations co-operate with 
the health department ? 

3. How do you care for the mentelly ill in your 
community ? 

4. What services are available for medically handi- 
capped children? 

5. What medical and vocational rehabilitation pro- 
grams are available in your community? 

6. What is being done to prevent juvenile delinquency 
in your community? 

7. What medical care, social opportunities and recre- 
ational facilities are offered to older people in your com- 
munity ? 

8. Are health end physical fitness programs in your 
schools adequate? 

9. How well does your community co-operate in 
safety programs? 

10. What resources has your community for the care 
of the medically indigent ? 

Mr. Harold Brunn, field secretary of the Minnesota 
State Medical Association, emphasized for the women 
the importance of doing everything possible in each 
auxiliary organization to assist in recruiting personnel 
for hospitals. 

“More trained men and women in the allied medical 
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professions will mean better and cheaper medical service 
for everybody,” Mr. Brunn said. The services of physi- 
cians go farther when they have properly trained assist- 
ants, he pointed out, and well-manned hospitals can take 
care of more people at less cost. 

Mr. Brunn drew the attention of the doctors’ wives to 
the outstanding job organized medicine has done in 
disciplining itself and its members. He praised, especially, 
the institution called the “Grievance Committee,” which 
has been set up in many county medical societies all over 
the country to investigate patient complaints about medi- 
cal service and fees. These committees are doing a great 
deal to build and cement good relations between the 
doctor and the public and he urged the women present 
to inform themselves in what their own county medical 
societies are doing to carry on disciplinary functions 
among their members and to meet and handle the 
occasional dissatisfied patient. 

Mr. Brunn also urged the women to inform them- 
selves and their fellow auxiliary members on the 
problems relating to medical care for veterans. It is 
the doctor’s hope, he said, that the best possible care 
can be provided at government expense for: the battle- 
injured veterans without overloading, at the same time, 
government facilities and endangering the quality of 
medical service for the general population. 

He urged the women to work for increased member- 
ship in their organizations this year, and also for a 
better informed membership, since auxiliary organiza- 
tions are regarded by doctors everywhere, as an in- 
dispensable aid to good public relations for the medical 
profession. ; 


BLUE EARTH GROUP 
PLANS BUSY YEAR 


Mrs. O. E. Peltola was guest speaker at the first 
meeting of the Woman’s Auxiliary to the Blue Earth 
County Medical Society for the 1953-1954 season. The 
meeting was held October 19 at the home of Mrs. James 
J. Anderson, president of the organization, in Mankato. 
Mrs. Peltola’s subject was education of the mentally 
retarded and, especially, recent advances in the field: 

Miss Faye Reiger, head of Mankato’s Rehabilitation 
Center and a licensed physiotherapist, addressed the 
Executive Board of the group at its initial session of 
the year, October one, at the home of Mrs. Anderson. 
The work of rehzbilitation of the chronically disabled 
was described; also the usefulness of comparable treat- 
ment in easing pain and hastening recovery of patients 
who are suffering from acute illnesses and are referred 
by their physicians. 

Plans for a busy year in Blue Earth county were 
made by the board at this meeting. Officers are Mrs. 
Anderson, president; Mrs. Lawrence M. Hammar, vice 
president; Mrs. H. Bradley Troost, secretary; Mrs. 
Robert B. Engstrom, treasurer; Mrs. John J. Euster- 
mann, social chairman; Mrs. Jennings D. M. Sjoding, 
program chairman; Mrs. William S. Chalgren, public 


relations. All are from Mankato. 
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Wide Medical Interest 
in New Knox Gelatine 
“Eat and Reduce” Plan 


Developed and supervised by competent clinical 
authority, the new Knox “Eat and Reduce” Plan is 
intended especially for your overweight patients in 
otherwise normal health. ’ 

The plan has been tested on overweight patients 
with fine results. In addition, many physicians (and 
their families) have written us about their gratifying 
personal results with this plan. 

The Knox “Eat and Reduce” Plan is a simple, 
sensible regimen that places no burden of exercise 
or hunger on the patient. Quite the contrary, it per- 
mits three tempting, solid meals daily, plus between- 
meal feedings. The menus have been carefully 
selected so as to provide an abundance of vitamins, 
minerals and protein. Many of the dishes utilize 
Knox Gelatine, which is, of course, all protein and 
no sugar —thus being an effective aid in weight 
reduction. 


AVAILABLE AT GROCERY STORES 
IN 4-ENVELOPE FAMILY SIZE AND 
32-ENVELOPE ECONOMY SIZE PACKAGES. 


Knox Gelatine u.s.P 
ALL PROTEIN NO SUGAR 





USE THIS COUPON! Write today! 
Knox Gelatine, Johnstown, New York Dept. MM 


Please send me FREE copies 
of the “Eat and Reduce” Plan, and Diets. 
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LEGISLATIVE MATTERS GET 
AUXILIARY ATTENTION 


Mrs. W. R. Schmidt, Legislative Chairman 


Secretary Oveta Culp Hobby, of the United States 
Department of Health, Education and Welfare, believes 
that legislation to extend social security will have high 
priority when Congress convenes in January. 


The proposal under consideration, which has the sup- 
port of President Eisenhower, would extend Old Age 
and Survivors Insurance to 10.5 million more persons, 
including physicians, dentists and other groups of self- 
employed. 


What does that mean to the medical profession? 
Under the law, an employer is required to withhold 
1.5 per cent of the first $300 of an employe’s monthly 
earnings and match this with a contribution from the 
employer of an equal amount, making a total of $9. 
The physician would probably pay the $9 himself. 


This payment continues to be made to Social Security 
every month until the employe has attained the age of 
sixty-five and retires—or any date beyond the age of 
sixty-five at which he chooses to retire. The individual 
is then entitled to™receive a monthly payment from the 
government of $85 per month. When his wife reaches 
sixty-five she receives a sum of 50 per cent of that 
paid to her husband or $42.50. Total income per month 
is $127.50, and this only if the individual retires com- 
pletely or earns less than $900 per year. 


The American Medical Association, American Bar 
Association, American Dental Association, American 
Institute of Accountants, National Society of Engineers, 
American Farm Bureau Federation and virtually all 
other organizations representing the self-employed favor, 
instead, legislation of the Jenkins-Keogh bill type which 
would allow physicians and other self-employed persons 
to defer income tax payments on a portion of their 


income (suggested maximum figure $7,500 per year). 


which would be put into restricted annuity programs 
for eventual use as a personal retirement fund. At the 
time of use, of course, it would become subject to 
taxation as current income, but at a lower rate. Not 
one cent of such a retirement fund would be paid by 
the government. 

The tax-deferral provision would be of particular 
benefit to physicians who go through long and costly 
training periods and whose earnings are compressed into 
a comparatively short period. 

According to latest statistics the average physician 
begins his practice at the age of thirty-two years. After 
a period of years of building a practice he reaches a 
peak earning power which continues for an average of 
only fifteen years during which he is subject to high 
income tax which seriously handicaps him in setting up 
an adequate fund for his later years. Most physicians 
prefer to ease up their activity rather than to retire 
completely. 

These then are the facts. It is impossible for doctors 
and their wives to remain apathetic in a matter so 
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Providing the highest standard of service at the lowest cost. 
e Occupational therapy and recreational department. 

e Complete X-ray and laboratory. 

e Electrocardiography—basal metabolism. 
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e All patients rooms air-conditioned. 
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vital. If Auxiliary members take no action at this time 
others will make the decision for them. 

The Treasury Department views the Jenkins-Keogh 
proposal with disfavor, but many legislators are 
sympathetic toward it, including Representative Walter 
H. Judd of Minnesota and Representative Carl Curtis 
of Nebraska, chairman of a Ways and Means sub-com- 
mittee now analyzing the Social Security program. 

Now is the time for doctors’ wives to discuss these 
plans, to make a choice, and to make certain that legis- 
lators are made aware of medicine’s views. A personal 
letter in longhand carries great weight with Senators 
or Representatives. Do net postpone writing it until it 
is too late. 


MRS. QUIST ASKS MEMBERS 
TO SUPPORT CHRISTMAS SEALS 


“The singing child on the 

1953 Christmas Seal asks for 

your help—to defeat  tuber- 

culosis, a disease which 

threatens his future and that of 

all children everywhere. Mem- 

bers of our Auxiliary, through- 

out Minnesota, have taken an 

active part for many years in 

helping the Christmas Seal 

sale through volunteer services 

of many kinds and in assisting our Christmas Seal or- 

ganizations in their work. This 1953 Christmas Seal, 

symbolizing the protection of children from disease, 
should inspire us to’ even greater efforts.” 

This is the appeal in behalf of the 1953 Christmas 
Seal sale, which begins in Minnesota and throughout the 
nation on November 16, made by Mrs. Henry W. Quist, 
Sr., President of the Woman’s Auxiliary to the Minne- 
sota State Medical Association. 

The present status of the tuberculosis problem in 12 
midwestern states was revealed to some 700 public 
health workers and physicians attending the Mississippi 
Valley Conference on Tuberculosis in Minneapolis re- 
cently (October 15, 16 and 17). A giant chart indicated 
that in this area with a population of approximately 
44,000,000 and 141 tuberculosis sanatoria, there were 
7,093 deaths from tuberculosis in 1951 and 27,568 new 
cases of tuberculosis in 1952. 

Speakers at the conference emphasized that: 


Drugs Are Life-Saving 


New methods of treatment—the new drugs and surgery 
—are saving the lives of many tuberculosis patients who 
otherwise would have died. 

More caSes of unsuspected tuberculosis are being 
found through X-ray surveys of the general population 
and of special groups, such as the x-raying of all patients 
admitted to hospitals for any cause. 

With more living patients being discharged from tuber- 
culosis hospitals to return to their families and the 
community, there is more work to be done in helping 
the tuberculosis patient and his family back to normal 
living. 
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“As I travel through the state, 1 am always impressed 
by the active part our membership is taking in tuber- 
culosis control,” Mrs. Quist said. “Auxiliary members 
serve on Speakers Bureaus giving many groups in- 
formation about tuberculosis. They help prepare the 
Christmas Seal letters for mailing. They sell Christmas 
Seals from booths in stores and post offices. Many of 
our members attend the annual course for volunteer 
tuberculosis workers at the University’s Continuation 
Center. We help with the sales of handwork made by 
tuberculosis patients, usually assuming the entire respon- 
sibility for this project. 


Efforts Must Be Increased 


“Since the protection of the health of our people is 
one of our basic purposes, we are interested in all of 
the work being done by our tuberculosis organizations 
to prevent the spread of this disease. The present 
situation in tuberculosis control—the fact that the number 
of living patients has not decreased, and in some places 
is actually increasing, means that we should increase 
our efforts to help in this work.” 


Last year, Christmas Seal Mobile Units gave Minne- 
sota people more than 100,000 free chest x-rays. Tuber- 
culosis associations aided our hospitals in establishing and 
maintaining a chest x-ray service for all patients and 
hospital staffs. Thousands of children and adults were 
given information about tuberculosis. Boards of educa- 
tion were urged to require annual chest x-rays of all 
teachers. Tuberculin testing of pre-school age children 
was urged to locate unsuspected sources of infection 
among adults. These and many other services are made 
possible by the annual sale of Christmas Seals. 
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In Memoriam 





ARTHUR EDWIN BENJAMIN 


Dr. Arthur Edwin Benjamin, a distinguished Minne- 
apolis surgeon and gynecologist for more than sixty 
years, died at Northwestern Hospital in Minneapolis, 
Thursday, October 1, 1953. He was eight-four years old. 

Dr. Benjamin received his degree in medicine from 
the University of Minnesota medical school in 1892 and 
b’ 1915, after extensive postgraduate study in New 
York, London and Vienna, he had assumed a position 
of leadership in the rapidly expanding fields of surgery 
and gynecology which he held for half a century in 
Minneapolis. 


He was born in Hutchinson, Minnesota, in 1868, in a 
family of ‘physicians. His grandfather and his father, 
Dr. John Benjamin of Hutchinson, were both physicians 
and he is survived by two sons, Edwin G. and Harold 
G., both of whom are practicing medicine in Minne- 
apolis. 

It was in 1915 that Dr. Benjamin became chief of 
the gynecological section at Minneapolis General 
Hospital; but he had been associated as a teacher with 
the medical school since 1890 when he became clinical 
instructor in gynecology and he remained on the teaching 
staff as Assistant Professor of Obstetrics and Gyne- 
cology until his retirement in 1938, with rank of pro- 
fessor emeritus. He was also a captain in the Army 
Medical Corps from 1917 to 1918. 

During all the years of his teaching and his private 
medical practice he was associated, often in an executive 
capacity, with a long list of scientific, professional, civic 
and humanitarian organizations and he also occupied an 
established position in the social and cultural life of 
Minneapolis. 

He was a member of the staffs of St. Barnabas and 
Northwestern hospitals, having served as chief of staff 
at the latter, and he continued as consultant at Minne- 
apolis General Hospital after his retirement in 1938 as 
chief of the gynecological section. 

He was a former president of the Alumni Association 
of the University of Minnesota Medical School, a 
member of the Minnesota Academy of Medicine, the 
Western Surgical Association, the American College of 
Surgeons, the Southern Minnesota Medical Association, 
the Minnesota State Medical Association, the American 
Medical Association and the Hennepin County Medical 
Society, of which he was a former president. He was 
also a member of the committee of five that raised 
money to purchase the land on which the University 
hospitals now stand. 

Among other associations in which Dr. Benjamin took 
an active part were the Foreign Policy Association, the 
Minneapolis Institute of Arts, the Hennepin County 
Tuberculosis Association, the Minnesota Historical 
Society and the Associated Charities. He was also a 
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member of the Minneapolis Club, the Minneapolis 
Executive Club, the Six O’clock Club, and he was a 
former president of the Professional Men’s Club. He 
was likewise a member of the board of trustees of 
Plymouth Congregational Church; and he was a Mason, 
a member of University Lodge, the Scottish Rite, 32nd 
degree, and the Zuhrah Temple of the Shrine. 

The home built by Dr. Benjamin just after his 
marriage in 1900 at 2222 Blaisdell Avenue in Minne- 
apolis has remained the family, home and was, at that 
time, the first lot sold in Dayton’s addition, then a 
country-side real estate development platted on Blais- 
dell’s farm. Mrs. Benjamin died in 1951. 

Dr. Benjamin is survived by his two sons, and two 
daughters, Alice, who is now principal of Summit 
School in Saint Paul, and Mrs. Charles J. Hoover of St. 
Louis Park; also a sister, Mrs. Olive Bacon of San 
Gabriel, California, and a brother, Dr. Winfred G. 
Benjamin of Minneapolis, a dentist. 


ALPHONSE CYR 


Dr. Alphonse Cyr, a pioneer Barnesville physician, 
died at eighty-one on September 19, 1953, in a Fargo 
hospital. Dr. Cyr was born in Montreal, Canada, and 
received his medical degree from Laval University, now 
the University of Montreal. He came to Minnesota 
in 1900 and opened his practice in Barnesville in 1906. 
He remained there, with the exception of fifteen months 
spent in the armed services during World War I, until 
his retirement a few years ago because of illness. 

Surviving are his wife, two sons, six daughters, thirteen 
grandchildren and two great grandchildren. 


HENRY O. HAGEN 


Dr. Henry O. Hagen, who practiced medicine for 
many years at New Richland, died August 31, 1953, in 
a St. Peter hospital. He was seventy-seven years old. 

Dr. Hagen was born at New Richland and was gradu- 
ated from St. Olaf College at Northfield and Rush 
Medical College in Chicago. With the exception of a 
year spent*as captain in the Army Medical Corps during 
World War I, he practiced medicine in New Richland 
until his health failed in 1934. 

He held membership in the American Medical Associa- 
tion, the Minnesota State Medical Association and the 
Waseca County Medical Society until the time of his 
retirement. He was also a member of the Masonic 
Lodge and of the American Legion. 

He is survived by his wife, two sons, L. Winston 
and Calvin Rodney Hagen, both of Minneapolis, and a 
daughter, Mrs. P. C. Krupp, of Chicago, and two 
grandchildren. 
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IN MEMORIAM 


ALBERT CONRAD LUNDGREN 


Dr. Albert Conrad Lundgren, of Minneapolis, died at 
Las Vegas, Nevada, September 26, 1953, on the way 
home from a California vacation. 

Dr. Lundgren was sixty-two years old. He was born 
in Minneapolis and practiced medicine there for thirty- 
five years. He received his degree in medicine from 
Marquette University in 1909, spent two years in post- 
graduate work at the Surgical Institute in Chicago and 
served his internship at Swedish Hospital in Minne- 
apolis. He practiced for a short time at Nelson, Wis- 
consin, and then moved back to Minneapolis. His 
daughter, the former Dr. Olive A. Lundgren, was gradu- 
ated from the University of Minnesota Medical School 
and subsequently married Dr. J. Gordon Bateman, now 
of Long Beach, California. 


Dr. Lundgren was a member of the American Medical 
Association, the Minnesota State Medical Association 
and the Hennepin County Medical Society. He was 
also a member of the Arcana Masonic Lodge, Anchor 
chapter, Darius Commandery and Zuhrah Temple of 
the Shrine. 

He is survived by his wife and daughter, two sisters, 
Margaret Lundgren of Minneapolis and Mrs. William 
Peterson of Long Beach, California, and a_ brother, 
Alfred, of Los Angeles, California. 


JOHN BANKS ROBERTSON 


Dr. John Banks Robertson, a pioneer physician who 
practiced medicine for more than forty years in Cotton- 
wood, died at the age of eighty-six on September 22, 
1953, in Minneapolis. Dr. Robertson was the first 
practicing physician in Cottonwood and it was his proud 
boast that he had delivered 3,400 babies in a period of 
forty-two years and lost only one mother. After his 
retirement, he moved to Minneapolis in 1935 and con- 
tinued, in spite of disability, to assist from time to time 
in the practice of his son, Dr. Murl John Robertson, 
now a medical officer with the Veterans Administration 
at Clinton, Iowa. 


Dr. Robertson was born at London, Minnesota, in 18660. 
He was left an orphan at the age of six and his life 
was one of struggle and hardship. He secured an edu- 
cation in spite of difficulties, however, and was gradu- 
ated from Rush Medical College in 1892 after attending 


both Carleton College and the University of Minnesota. 
He was licensed to practice in Minnesota in 1893 and 
went directly to Cottonwood. During nearly half a 
century of practice there, he served his community as 
mayor, councilman and member of the board of educa- 
tion. He served for thirteen years as Lyon County 
coroner and he was also an elder of the Cottonwood 
Presbyterian Church, having conducted Sunday school 
classes in the depot before his church was built. 

At the outbreak of World War I, Dr. Robertson 
entered the service, the first member of the Lyon- 
Lincoln Medical Society to enlist, and served as captain 
in the Medical Corps until 1919. After that, he re- 
turned to his practice in Cottonwood and remained there 
until illness forced him to retire in 1936. . 

Dr. Robertson was a member of the American Medical 
Association, the Minnesota State Medical Association 
and of the Lyon-Lincoln County Medical Society. He 
also belonged to the Masonic order Scottish Rite, Zuhrah 
Shrine Temple and the American Legion. 

He is survived by a daughter, Mrs. J. L. Anderson 
of Marshall, and three sons, L. J. Robertson of Elm- 
wood, Illinois; Glen W. Robertson of Minneapolis, and 
Dr. Murl Robertson. 


According to news reports, a Communist cell was 
discovered in the Iranian-American Health Service at 
Tehran. The organization, “Health Co-operative,” is 
operated jointly by the U. S. Point Four Technical 
Assistance Fund and the Iranian Health Ministry. It 
employs about fifty Americans and several hundred 
Iranians. 
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Dr. John Schut, who has been associated with the 
staff of the Anoka State Hospital, was married to 
Mary Ann Reisdorfer, August 25, in Robbinsdale. 
Dr. and Mrs. Schut live in Galesburg, Illinois, where 
Dr. Schut is associated with Dr. Harold Himwich in 
the study of brain metabolism. 

* * * 


Dr. Milton Kaiser, of New Ulm, was the speaker 
at the opening series of Parenthood Classes which 
began September 28, at the Union Hospital in New 
Ulm. The classes have been planned as part of the 
maternal and child health programs of Brown County 
under the direction of Ruth Johnson, County Health 
Nurse. 

“* @ 


Dr. Henry Hutchinson, superintendent of the 
Moose Lake State Hospital and the mayor of Moose 
Lake, gave the welcoming speech at the fourteenth 
annual meeting of the Minnesota Welfare Confer- 
ence, Region I, held at the Moose Lake State Hos- 
pital, September 24. Included on the speakers pro- 
gram for the morning session was Dr. John E. Haa- 
vik, Duluth psychiatrist. Dr. K. W. Douglas, super- 
intendent of the Sandstone State Hospital, spoke in 
the afternoon on “Minnesota Plan for the Treatment 
of Alcoholism.” 

* * * 


Dr. L. W. Johnsrud, of Hibbing, has been named 
Medical Division chairman of the Hibbing General 
Hospital Expansion fund. 

* * * 

Dr. R. E. Barnes, who recently completed his in- 
ternshjp at Santa Clara County Hospital, San Jose, 
California, began practice in Aurora, in late Sep- 
tember. 

*x* * * 


Dr. Louis C. Jensen, chief of physical medicine at 
the Minneapolis Veterans Hospital, retired September 
30, after thirty-two years and seven months in fed- 
eral medical service. Dr. Jensen has served in three 
different administrative agencies—the United States 
Public Health Service, Veterans Bureau and Vet- 
erans Administration, all of them allowing him to 
continue living jn Minneapolis. 

* * * 


Dr. Benjamin M. Fuller, recently released from a 
tour of active duty as a medical officer at Scott Air 
Force Base, Illinois, has resumed his practice in 
Saint Paul. 

*x* * * 

Dr. George N. Kraemer, of Mankato, opened a 
part-time office in Nicollet, September 22, using the 
office space formerly occupied by Dr. M. H. Larson. 
Dr. Kraemer completed a three-year residency in 
surgery at Minneapolis General Hospital before be- 
ginning practice in Mankato in 1953. 
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Dr. Harold Elliott, formerly of New York, began 
medical practice in Hayfield, October i. Dr. Elliott 
recently spent seven years in Bimbur, Nigeria, Africa, 
where he supervised the erection of a hospital for the 
Evangelical United Brethren. 

* * * 

Two new physicians recently joining the staff of 
the Anoka State Hospital are Dr. G. H. Adkins and 
Dr. H. L. Terry. Dr. Adkins has been associated 
with the Faribault State School and, more recently, 
with the Sandstone State Hospital. Dr. Terry has been 
with the State Hospital at Pueblo, Colorado, and 
later with the Pueblo Nervous and Mental Hygiene 
Clinic, at Pueblo, which he closed when he came 


to Anoka. 
*x* * * 


Dr. S. A. Whitson, of Albert Lea, was elected first 
president of the Minnesota Public Health Association, 
and Dr. Stewart Thomson, University of Minnesota, 
treasurer, at the group’s annual conference held at 
the Nicollet Hotel, Minneapolis, September 25. Dr. 
W. W. Rieke, Wayzata, was among those named to 
the executive committee. 

* * * 


Dr. Maurice Meller, originally from Poland, joined 
the Brainerd Clinic, in September, where he will 
practice internal medicine. Dr. Meller was graduated 
from the Royal University of Medicine and Surgery, 
Prama, Italy, and practiced in Prama and in the 
International Settlement in Shanghai, China, for nine 
years before coming to the United States in 1948. 
Since coming to the United States, Dr. Meller has 
done postgraduate work in the French Hospital in 
San Francisco, California, and at the Eitel and Ab- 
bott Hospitals, in Minneapolis. 

* * * 

Federal funds, which represent 54 per cent of the 
income of the Minnesota State Health Department, 
have been reduced by some $166,000, making re- 
trenchment measures necessary. Dr. A. J. Chesley, 
State Health Officer, said that along with the reduc- 
tion in staff, the venereal disease and tuberculosis 
control programs will be markedly curtailed. 

* * * 

Dr. Joseph Brennan, staff member of the Duluth 
Clinic, Duluth, spoke at a noon luncheon meeting of 
the Duluth Kiwanis, September 9. Dr. Brennan, who 
was born on the Island of Malta, spoke on his ex- 
periences in the British Navy in which he served 
during World War II. He was a prisoner of both 
the Germans and Italians but escaped to work with 
the underground in Italy. 

* * * 


Dr. Robert E. Hansen, of the Adams Clinic at Hib- 
bing, presented a paper at the staff meeting of the 
Mayo Clinic, Rochester, September 9. Dr. Hansen 


MINNESOTA MEDICINE 








—_—_ 


egan 
lliott 
frica, 
r the 


ff of 
; and 
‘iated 
ently, 
been 

and 
giene 
came 


first 
ition, 
*sota, 
ld at 
Dr. 


ed to 


f the 
ment, 
x re- 
esley, 
educ- 
1losis 


Hib- 
f the 
unsen 


ICINE 








Will you have any tax-exempt 


income in 1953? 


TAXABLE INVESTMENT INCOME is your most expensive income 


since, under our progressive income tax system, it is this “Top 


Layer” income that pays the heaviest taxes. 


There is little a taxpayer can do about his taxable income received from: 


Professional Income 


Salaries 


Business Profits 
Dividends from Business 


These are main sources of revenues—your basic 
income. “Top Layer’ income, however, your in- 
vestment income, is something that you definitely 
have control over in that it is within your power 
to give such income either a “taxable” or a “tax- 
free” status. 


The income from investments which is subject to 
taxation actually shrinks whenever your profession- 
al income increases and forces this taxable “Top 
Layer’ income into a higher bracket. In other 
words, the more your active earning power is 


increased, the greater percentage of your taxable 
investment income will be paid out in taxes. 


Interest income on Municipal Bonds is exempt 
from all present Federal Income Taxés and con- 
sequently provides a “Top Layer’ income that 
remains constant regardless of changes in other 
income or tax rates. 


The two following examples clearly demonstrate 
the effect of Federal Income taxes on “Top Layer” 
income: 


If you are in the $12,000-$14,000 individual income tax bracket and purchase an 
investment to yield 4.50% you will realize about 2.35% if the income is taxable 
but will receive the full 4.50% if it is not taxable. 


If you are in the $20,000-$22,000 individual income tax bracket and purchase an 
investment to yield 4.50% you will realize about 1.70% if the income is taxable 
but will receive the full 4.50% if it is not taxable. 


We shall be pleased to send you information and descriptive circulars 
pertaining to Municipal Bonds. 


JURAN & MOODY, INC. 


MUNICIPAL SECURITIES EXCLUSIVELY 


TELEPHONES 
Garfield 9661 
Prior 6423 


GROUND FLOOR 
93 E. Sixth Street 
St. Paul 1, Minnesota 
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y a 


HELP FOR 


PROBLEM DRINKERS 


Hazelden Foundation (non-profit) is dedi- 
cated to the treatment of problem drinking 
through research, education, and rehabili- 
tation. It has ideal facilities on Lake Chi- 
sago near Center City, Minn. Your inspec- 
tion is invited at any time. 


HAZELDEN Let us send you 


complete information 


FOUNDATION 





A NON-PROFIT ORGANIZATION 
2639 University Avenue 


24-hour service Phone NEstor 5958 





St. Paul 14, Minnesota 











Cook County Graduate School of Medicine 
POSTGRADUATE COURSES 


SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting November 9, December 7, 1953, 
January 18, 1954 


Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, starting March 1, 1954 


Surgical Anatomy and aaa neue two weeks, 
Starting March 15, 


General Surgery, two voll starting April 26, 1954 


Surgery of Colon and Rectum, one week, starting 
arch 1, 1954 


Fractures and Traumatic Surgery, two weeks, starting 
March 1, 1954 


GYNECOLOGY—Intensive Course, two weeks, starting 
February 15, 1954 


Vaginal Approach to Pelvic Surgery, one week, start- 
ing March 1, 1954 


OBSTETRICS—Intensive Course, two weeks, starting 
November 2, 1953, March 1, 1954 


MEDICINE—Electrocardiography and Heart Disease, 
two weeks, starting March 15, 1954 


Two-Week Intensive Course starting May 3, 1954 
Gastroscopy, two weeks, starting March 8, 1954 


DIAGNOSTIC X-RAY—Clinical course every week by 
appointment 


CYSTOSCOPY—Ten-day practical course starting every 
two weeks 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 
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recently rejoined the Adams Clinic staff after a two- 

year fellowship at the Mayo Clinic. At the staff 

meeting he presented a paper on “The Effect of 

Heparin and Intermittent Claudication Which Results 

from Arteriosclerosis.” 

* * * 

At the request of Dr. H. Kleinman, senior physi- 
cian at the Red Lake Indian Hospital, Dr. Elaine 
Updyke, head of the streptococcus laboratory of the 
Federal Communicable Disease Center at Atlanta, 
Georgia, and Dr. Ceci Reinstein, an epidemiologist, 
also from the Center, spent some time in September 
doing research on the large number of cases of ne- 
phritis occurring among reservation children. Dr. 
A. J. Chesley, Minnesota State Health officer, accom- 
panied them to Red Lake. 

* * * 

An American Cancer Society grant of $75,000 to 
the University of Minnesota for cancer research was 
announced by Dr. C. G. Uhley, of Crookston, presi- 
dent of the Minnesota division of the American Can- 
cer Society, in September. This is the largest insti- 
tutional grant ever made to the University by the 
society. 

Among the physicians doing research work on 
group projects are: 

Dr. Maurice B. Visscher—the chemistry of cancer 
and the role of sulfhydryl compounds; 

Dr. Roy G. Holly and Dr, John L. McKelvey—radi- 

um treatment of cancer of the uterus; 

Dr. Bernard Zimmerman and Dr. Claude R. Hitch- 
cock—statistical studies in the tumor clinic and 
follow-up of patients; 

Dr. James R. Dawson—human cancer studies with 
newly developed methods; 

Dr. W. D. Armstrong—hormones in human and ani- 
mal cancer; 

Charles M. Nice, Jr.—irradiation treatment of 
lymphoid tumors; 

Dr. Leo G. Rigler and Dr. Richard L. Vatco—meth- 
ods of early diagnosis of lung cancer; 

Dr. Robert A. Ledner and Dr. Donn G. Mosser 
—x-ray effects on tumor-bearing tissues; 

Dr. Owen H. Wangensteen, Dr. William D. Kelly, 
and Dr. Edwin L. Brackney—search for an intra- 
venious dy as a cancer detection agent and tech- 
nical problems in gastric and esophageal cancer 
surgery; 

Dr. Claude R. Hitchcock—study of dietary produc- 
tion of anemia and pre-cancerous conditions in 
swine; 

Dr. Bernard Zimmerman and Dr. Claude R. Hitch- 
cock—clinical, endocrine and metabolic studies 
relating to cancer surgery and surgical removal of 
adrenal glands; 

Dr. Claude Hitchcock—a study of effects of gaso 
line engine exhaust fumes and fumes from heated 
tar on incidence of lung cancer in mice; 

Dr. Byrl J. Kennedy—treatment of breast cancer 
with hormones and radiation. 
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ANN OU 


Perry P. Volpitto, M.D., Augusta. Ga.—Anesthesiology 
Earl D. Osborne, M.D., Buffalo. N. Y.—Dermatology 

Julian M. Ruffin, M.D., Durham, N. C.—Gastroenterology 
Allan C. Barnes, M.D., Cleveland, Ohio—Gynecology 
Walter C. Alvarez, M.D., Chi Ill.—Medici 

William D. Stroud, M.D., Philadelphia, Pa.—Medicine 
Lawrence C. Kolb, M.D., Rochester, Minn.—Neuropsychiatry 
Nichol J. East: M.D., Baltimore. Md.—Obstetrics 

A. D. Ruedemann, M.D., Detroit, Mich.—Ophthalmology 














The Seventeenth Annual Meeting 
of 
THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conference Headquarters — Municipal Auditorium 


MARCH 8-11, 1954 


GUEST SPEAKERS 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, three-dimen- 
sional surgical motion pictures, medical motion pictures and technical exhibits. 


(All-inclusive registration fee—$20.00) 


THE POSTCLINICAL TOUR TO HAWAII BY PLANE AND SHIP—MARCH 14- 
APRIL 6 


For information concerning the Assembly meeting and the tour write Secretary, Room 103, 1430 Tulane Ave., 
New Orleans 12, La. 


NCIN G 


Oscar L. Miller, M.D., Charlotte, N. C.—Orthopedic Surgery 
Francis L. Lederer, M.D., Chicago, Ill.—Otolaryngology 
Emmerich von Haam, M.D., Columbus, Ohio—Pathology 
Philip M. Stimson, M.D., New York, N. Y.—Pediatrics 

Ira H. Lockwood, M.D., Kansas City, Mo.—Radiology 
Brian Blades, M.D., Washington, D. C.—Surgery 

Samuel F. Marshall, M.D., Boston, Mass., Surgery 

Orvar Swenson, M.D., Boston, Mass.—Surgery 

Charles D. Creevy, M.D., Minneapolis, Minn.—Urology 











Dr. J. M. Hermanson, of Valley Springs, South 
Dakota, left his practice there to accept a residency 
in obstetrics and gynecology at Northwestern Hos- 


pital in Minneapolis. 
x * x 


Dr. J. Allen Wilson, Saint Paul, was the first 
speaker on the University of Minnesota Extension 
service seminar on “Gastroenterology,” which began 
September 22, in New Ulm. Dr. Wilson’s topic was 
“Diagnosis and Management of Upper Gastrointesti- 


nal Disorders.” 
* * x 


Dr. L. J. Thill, recently separated from military 
service, became associated in practice with Dr. 
M. B. Dahle, of Olivia. Dr. Thill, a graduate of 
Marquette University, Milwaukee, Wisconsin, in- 
terned at St. Joseph’s Hospital, Saint Paul, and had 
practiced in Indiana. 

*x* * * 

Dr. A. J. Olson, of Owatonna, spoke on the doc- 
tor’s attitude on caring for polio patients in the 
home at the Public Health In-Service Education 
meeting on “Care of the Polio Patients in the Home,” 
held at the recreation center in Owatonna, September 
15, 

* * * 

Dr. Robert Barr and Dr. Helen Knudsen, of the 
State Health Department, inspected the new Union 
Hospital in New Ulm, September 9. 
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Dr. Tague Chisholm, Minneapolis, spoke on causes 
of childhood accidents, September 25, to the persons 
attending the Minnesota Public Health Conference 
at the Nicollet Hotel in Minneapolis. 

* * * 

Dr. Gordon E, Lee and Dr. Robert Letson joined 
the Elsey Clinic in Glenwood, in October. Both phy- 
sicians are graduates of the University of Minnesota 
Medical School. Dr. Lee spent his early years at 
Fergus Falls, where his father practiced medicine 
for many years, and Dr. Letson lived in Alexandria 
most of his adolescent years, so both are natives of 
the area. 

* * x 

Dr. Charles M. Jessico, Duluth neurologist and 
psychiatrist, gave the concluding speech at the 
twelfth annual Faculty Institute held at the College 
of St. Scholastica, Duluth, September 10 and 11. Dr. 
Jessico’s topic was “Mental Hygiene for Educators.” 

* * * 

Dr. Joseph M. Ryan, chief of medicine and chair- 
man of the isotope committee at St. Joseph’s Hospi- 
tal, Saint Paul, and Dr. Elmer C. Paulson, Worth- 
ington, attended a two-week session held in Oak 
Ridge, Tennessee, in September, devoted to studying 
the techniques of using radioisotopes in medicine. 

* * * 

Dr. H. L. Stemsrud, of Alexandria, was named 

head of the medical advisory committee of the Doug- 
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las County Chapter of the National Association for 
Infantile Paralysis, at the annual meeting held at the 
Garden Center, Alexandria, September 17. 


So 2s 


Dr. C. L. Sherman, of Luverne, was the guest of 
honor at a reception given by the Luverne Chamber 
of Commerce, September 24. The evening, desig- 
nated as “Dr. Sherman Night,’ commemorated the 
physician’s fiftieth anniversary of coming to Lu- 
verne to practice medicine. The program included a 
talk by Dr. E. Mendelssohn Jones, secretary of the 
State Medical Board. 


The following resolution was passed by the South- 
western Minnesota Medical Society in recognition of 
Dr. Sherman’s service in the medical profession and 
community: 

Wuereas Dr. Charles L. Sherman has completed 
fifty years of outstanding service to his community, and 

Wuereas he has been for over fifty years an esteemed 
member of the Southwestern Minnesota Medical So- 
ciety, during which period he has served one term as 
President, and 

Wuereas he has performed invaluable service as a 
member of the Minnesota State Board of Medical Ex- 
aminers since 1927 to the present, and 

Wuereas he has served for thirty-nine years as Presi- 
dent of the Board of Commissioners of Southwestern 
Minnesota Sanatorium, and 

Wuenreas throughout these many years of distinguished 
and faithful service he has won the esteem and 
affection of the citizens in his community, as well as his 
colleagues in the practice of medicine, 


Now THEREFORE BE IT RESOLVED that the Southwestern 
Minnesota Medical Society express to him their highest 
praises and deepest appreciation for the service he has 
rendered to humanity and his uplifting of the profession 
of medicine in his community and state, and 

BE IT FURTHER RESOLVED that a copy of this resolution 
be given to Dr. Sherman and also that a copy of it be 
spread upon the records of the Society. 


Resolutions Committee 
C. A. WitirAMs, M.D. 
C. R. Strantey, M.D. 
B. M. Stevenson, M.D. 


O. M. Hetserc, M.D., Secretary 
Southwestern Minnesota Medical Society 
Dated at Worthington, . Minnesota 
This 2lst day of September, 1953 


* * * 

Dr. I. L. Oliver and Dr. T. H. Herder, of Grace- 
ville, were among those from the community who 
accompanied Mother Herma and Sister Bernadette of 
the Holy Trinity Hospital, Graceville, to Norfolk, 
Nebraska, to confer with the Mother Prioress Con- 
sulata at Norfolk concerning permission for the 
local Sisters to continue operation of the Holy Trin- 
ity Hospital. The hospital is facing closure because 
of lack of finances and personnel. 

* * * 


Dr. H. C. Goss and Dr. Arthur Neumaier, both 
of the Glencoe Clinic, Glencoe, left October 1. Dr. 
Goss went to Tucson, Arizona, where he joined the 
staff of the Tucson Clinic. Dr. Neumaier took a 
year’s leave of absence to accept a residency in Inter- 








THE SHELTERING ARMS 


4330 River Road, Minneapolis 6, Minnesota 
A HOSPITAL FOR TREATMENT OF POLIOMYELITIS 


Acute and Convalescent 


Fully Approved by American College of Surgeons 
Modern treatment—Staff includes Kenny trained technicians 
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225 Sheridan Road 





A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


‘ SAMUEL LIEBMAN, M:S., M.D. 
Medical Director 





North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 6-0211 








nal medicine at the Veterans Hospital, Minneapolis. 
Dr. C. W. Truesdale will conduct the Glencoe Clinic 
alone until he can find an associate. 

* a * 

Dr. H. R. Basinger, of Mountain Lake, was re- 
ceived as a member in the International College of 
Surgeons, September 17, at Carnegie Hall, New 
York, New York. 

* * * 

Dr. R. W. Gifford, of the Mayo Clinic, participated 
in a symposium on hypotensive drugs sponsored by 
the Massachusetts General Hospital in Boston, Sep- 
tember 14 and 15. 

* * * 

Dr. Nelson Bradley, superintendent of the Willmar 
State Hospital, was granted a leave of absence, be- 
ginning October 1, to take advanced studies in the 
field of neuropsychiatry at Pittsburgh University. 
Dr. Kenneth Douglas, of the Standstone State Hos- 
pital, was named acting superintendent of the Will- 
mar State Hospital, during Dr. Bradley’s absence. 
He will continue to act as superintendent of the 
Sandstone. Hospital also. 

* a * 

Dr. Raymond Boyce, who recently completed a 
residency at St. Mary’s Hospital, Minneapolis, left 
for Rapid City, South Dakota, in September, to begin 
the practice of medicine. 

* * * 

Dr. William C. Bernstein, of Saint Paul, was 

elected president of the Southern Minnesota Medical 
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Association, at the association’s annual meeting, held 
September 14, in Mankato. Dr. D. P. Anderson, of 
Austin, was elected vice president, and Dr. Charles 
Stroebel, of Rochester, secretary-treasurer. Winona 
was selected for the 1954 meeting. 


* * * 


Four Minnesota physicians who were guest speak- 
ers at the eighty-eighth annual meeting of the 
Michigan State Medical Society, held in Grand Rap- 
ids the week of September 19, were: Dr. Leo G. Rig- 
ler, radiology department chief, University of Minne- 
sota; Dr. J. A. Bergen, gastroenterology department 
chief, Mayo Clinic, and professor of medicine at the 
Mayo Foundation; Dr. Norman M. Keith, professor 
emeritus of medicine at the University of Minnesota 
and consultant emeritus in medicine at the Mayo 
Clinic; Dr. William L. Benedict, professor emeritus 
of ophthalmology at the Mayo Foundation. 

x * x 


A bronze plaque honoring the memory of Dr. 
Alfred W. Adson, pioneer in neurosurgery in the 
midwest, was unveiled in the operating room suite of 
St. Mary’s Hospital, Rochester, September 9. Dr. 
Winchell McK. Craig, of the Mayo Clinic, dedicated 
the plaque to the memory of Dr. Adson, who died 
in 1951. Other plaques in St. Marv’s commemorating 
physicians are those of Dr. Robert D. Mussey, 
founder of the fifth floor section of the obstetric 
service, and Dr.*Melvin S. Henderson, for his pio- 
neer work in orthopedics. 
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Dr. J. Y. Feinstein, of Minneapolis, was among the 
guest speakers at the fourth annual convention of 
the American Association of Nursing Homes, held 
in Minneapolis, the week of September 2. 

* * * 

Dr. Henry Hutchinson, superintendent of the State 
Hospital at Moose Lake, addressed the Eveleth 
school teachers at an opening day workshop, Sep- 
tember 8. 

* x * 

Dr. J. R. McDonald, of Rochester, spoke at the 
regular meeting of the Rochester Odd Fellows 
Lodge. 

* * * 

Dr. J. Grafton Love and Dr. G. J. Thompson, of 
the Mayo Clinic, presented papers at the meeting of 
the International College of Surgeons, held in New 
York, the week of September 14. 

* * * 

Dr. C. W. Truesdale, of Glencoe, was named 
County Coroner by the board of commissioners, 
September 10. He replaces Dr. H. C. Goss, who 
recently moved to Tucson, Arizona. 

* * * 

Dr. William Kosiak, chief of staff at the Com- 
munity Health Center, Two Harbors, was a guest 
speaker at the annual convention of the CIO, held 
in Saint Paul, September 18. 

* * * 

Dr. Walter Valentine, of Tracy, presented a paper 

on the nursing situation in Minnesota, at the meet- 


ing of the Southern Minnesota Medical Association, 
held in Mankato, September 14. 
* * * 

Dr. I. G. Wiltrout, of Oslo, recently was presented 
with a new automobile by the Oslo American Levion 
Post, in recognition of his services to the community. 

$s 8 

Dr. Phillip R. Beckjord, a former physician of 
Willmar, has been assigned to the faculty of the 
Army Medical Service Graduate School at the Walter 
Reed Army Medical Center, Washington, D. C. 

ee @ 

Fire, apparently caused by defective wiring, dam- 
aged one wing of the Red Lake Indian Hospital, Sep- 
tember 3. All patients were safely evacuated to 
surrounding homes. Dr. Herman Kleinman and 
Dr. Samuel Silverman are the physicians in charge 
of the hospital. 

-*k *k x 

Dr. James T. Priestly, of the Mayo Clinic, partici- 
pated in the joint meeting of the Rocky Mountain 
Medical Conference and the Utah State Medical 
Association, held in Salt Lake City, the week of 
September 8. Dr. Priestly served as a member of a 
panel discussion and gave two talks—“Surgical 
Lesions of the Adrenal Glands” and “Carcinoma 
of the Stomach.” 

a * OK 

Members of the administrative and professional 
staffs of twenty state institutions met at Rochester, 
September 10, to discuss current therapy and facili- 
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Located conveniently 22 miles 
southwest of 50th Street and 
France Ave. So., Edina, on state 
highway 169. 


Offers unique advantages for the 
longer term care of non-acute 
illnesses affecting people of all 
age groups. 


Twin Cities Phone 
Bridgeport 2119 








ties. Dr, Magnus Petersen, Rochester State Hospital 
superintendent, Dr. Henry Dodge, Jr., and Dr. Regi- 
nald Bickford, of the Mayo Clinic, and Dr. C. W. 
Sem-Jacobson and Dr. Jorge A. Lazarte, of the 
Rochester State Hospital staff, reported on intra- 
cerebral electography. Dr. Adelaide M. Johnson, 
Mayo Clinic psychiatrist, spoke on “The Family and 
Its Attitudes.” 
a * * 

Dr. M. W. Dobson, who recently completed a 
residency in surgery at the General Hospital of the 
University of Alberta at Edmonton, Canada, joined 
Dr. R. G. Hassett and Dr. Joseph Von Drasek in 
their practice in Mankato, in September. 

x * * 

Dr. Richard Allison DeWall, who recently com- 
pleted his internship at the United States Public 
Health Service Hospital, Staten Island, New York, 
joined the Mork Clinic at Anoka, September 1. 

* * * 

The Journal of the American Medical Women’s As- 
sociation paid tribute, in a recent issue, to Dr. Nellie 
0. N. Barsness, of Saint Paul. Dr. Barsness, one of 
the first women physicians in Minnesota, has prac- 
ticed medicine for over fifty years. 

* es 

Dr. G. Charles Wilcox, formerly in practice with 
Dr. C. S. Strathern, in St. Peter, moved to Wood 
Lake, October 1, to begin practice in a new clinic 
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building constructed by the people in the town and 
surrounding community. 
x * * 

Dr. Jack F. Haas, who recently completed his in- 
ternship at Ancker Hospital, Saint Paul, became as- 
sociated with Dr. Glenn E. Nelson at the Fairfax 
Clinic, Fairfax, August 1. 

x * * 

Dr. L. O. Underdahl, of the Mayo Clinic, addressed 
the members of the Ontario Medical Association at 
their district meeting held at Fort William and Port 
Arthur, Ontario, the week of September 8. Dr. 
Underdahl’s subject was “Myxedema as Compared 
With Low Basal Metabolic Rate Without Myx- 
edema.” He also participated in several clinics and 
clinico pathologic conferences. 

x * * 

Dr. Martin Nordland, of Minneapolis, was recently 
named to the Board of the First Robbinsdale State 
Bank. 

* * * 

Dr. L. W. Morsman, of Hibbing, reported on plans 
for the million dollar hospital expansion campaign at 
Hibbing, at a meeting of the Chamber of Commerce, 
held August 25. 

x *k * 

Dr. Aylmer Foster-Carter, medical superintendent 
of the Brompton Hospital Sanatorium, London, Eng- 
land, was a guest on the Doctor’s Roundtable over 
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WCCO-TV, Sunday, September 13, with Dr. E. A. 
Boyden, professor of anatomy, and Dr. J. Arthur 


Myers, professor of preventive medicine, at the 
University of Minnesota. 
- © 

Plans are being made to expand facilities at Chil- 
dren’s Hospital, Saint Paul, following the recom- 
mendations summarized in a report to the institu- 
tion’s board of trustees from Dr. Guy W. Brugler, 
administrator of Boston Children’s Medical Center. 
Dr. Brugler made a survey of the hospital and its 


facilities last summer. 
* * * 


Among the “newsmakers of the future” in the 
Minneapolis community were Dr. Robert A. Good, 
associate professor of pediatrics; Dr. C. Walton 
Lillehei, associate professor of surgery, and Dr. 
Lewis Thomas, professor of pediatrics, all of the Uni- 
versity of Minnesota. The three physicians were in- 
cluded in a group of 100 men between the ages of 
twenty-five and forty selected by a committee of 
“senior citizens” as representatives of future leader- 
ship. The project was sponsored by the Minneapolis 
Chamber of Commerce and Time Magazine. 

¢ a 0 

Capt. Alexander Boysen (MC), formerly of Pelican 
Rapids, was among the prisoners of war recently re- 
leased and returned from Korea. 

* * * 

Dr. Owen H. Wangensteen, chief of surgery at the 
University of Minnesota, spoke on the proposed can- 
cer research clinical institute, at a fund-raising cam- 
paign meeting of leaders of Veterans of Foreign 
War groups, held in Coffman Memorial Union, Uni- 
versity of Minnesota, September 20. The proposed 
building will include eleven beds, five chemical lab- 
oratories, one pathology laboratory, one radioisotope 
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laboratory, three animal laboratories, a diet kitclien, 
staff library, and conference rooms. 

On October 4, Dr. Wangensteen was one of four 
Fellows of the American College of Surgeons partici- 
pating in a radio panel discussion of “What’s Next in 
Surgery?” broadcast from Chicago, during the thirty- 
ninth clinical congress of the American College of 


Surgeons. 
+ *x *~ 


Dr. C. B. Will, of Bertha, attended a Public Rela- 
tions Convention held in Chicago, September 2 
and 3. 


* * * 


Dr. L. H. Blattspieler, recently of Lincoln, Ne- 
braska, joined the staff of the Worthington Clinic as 
radiologist in September, succeeding Dr. Elmer Paul- 
son. Dr. Blattspieler was graduated from the Ne- 
braska College of Medicine where he also did grad- 
uate work in radiology. 

* * * 


Dr. Arvid J. Houglum, recently released from ac- 
tive duty with the Air Force where he was serving in 
Japan and Korea, joined Dr. A. S. Midthune in his 
practice in Lake Park, in October. Dr. Houglum is 
a graduate of the University of Minnesota Medical 
School and completed his internship at Denver Gen- 
eral Hospital, Denver, Colorado. During World War 
II, from 1943 to 1946, Dr. Houglum served with the 
Air Corps in the South Pacific. 

* * * 

Dr. Otto C. Phares, of St. Cloud, was guest speaker 
before the joint meeting of the Wright County 
Medical Society and the staff of the Buffalo Me- 
morial Hospital, held October 6, in Buffalo. Dr. 
Phares’ topic was “Common Urinary Tract Infec- 
tions and Their Treatment.” 

* *” * 


Dr. Dean J. Hempel, who recently completed his 
internship at Minneapolis General Hospital, joined 
Dr. Harold W. Hermann, of Minneapolis, in the 
practice of pediatrics. 

+ * * 

Dr. S. W. Lipinski, a graduate of the Northwestern 
University School of Medicine, upon completing a 
year’s residency in surgery at the University of 
Minnesota, has become associated with the Mesaba 
Clinic, Hibbing, where he will engage in surgery and 
general practice. 

* * * 


Dr. Bayard T. French, a graduate of the University 


of Iowa School of Medicine, upon completion of his 
internship at the St. Luke’s Hospital, Duluth, has 
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entered general practice in Chisholm, in association 
with the Adams Clinic. 
* * * 

Dr. Robert E. Hansen has joined the Adams 
Clinic, Hibbing, where his practice will be limited 
to internal medicine. He recently completed a fel- 
lowship in internal medicine at the Mayo Clinic in 
Rochester. 

* * 

An article about the one-hundredth annual meeting 
of the Minnesota State Medical Association, the centen- 
nial issue (May, 1953) of MinNeEsoTA MEDICINE, and the 
centennial celebration of St. Joseph’s Hospital, appeared 
in a recent issue of Minnesota History, published by the 
Minnesota Historical Society. 

* * * 

Dr. F. D. Bucher, formerly of Starbuck, is now 
serving with the United States Navy aboard the 
U.S.S. Olmsted. He writes that the U.S.S. Olmsted 
is named after Olmsted County in Minnesota. 

> * * 

Dr. James L. Benepe, of Saint Paul, has been 
chosen as delegate from his Alma Mater, Washing- 
ton University of St. Louis, Missouri, to the inaugu- 
ration of the new president of Hamline University, 
Paul H. Giddens, October 9, 1953. 

* * * 

The Committee on Tuberculosis of the State Medi- 
cal Association, all members of committees on tu- 
berculosis of local medical societies throughout the 
state, Governor C. Elmer Anderson and other inter- 
ested persons were guests at a dinner meeting of the 
Minnesota Tuberculosis and Health Association, 614 
Portland Avenue, Saint Paul, October 9. A plan 
for immediate action leading to the accreditation of 
the entire eighty-seven counties of Minnesota was 
drawn up at this meeting. 

* * * 

Dr. Owen H. Wangensteen, chief of the University 
of Minnesota’s surgery department, has been selected 
to serve on the National Advisory Heart Council. 
Announcement of his appointment was made Novem- 
ber 3 by Surgeon General Leonard A. Scheele of 
the United States Public Health Service. 

As a member of the National Advisory Heart 
Council, Dr. Wangensteen will advise and make 
recommendations to the Surgeon General on pro- 
grams on the National Heart Institute, established 
by Congress through the National Heart Act in 1948. 
This is one of the seven National Institutes of 
Health at Bethesda, Maryland, main research arm 
of the Public Health Service. 

A fifteen-member group composed of outstanding 
leaders in ‘medicine, science, education and public 
affairs, the Council was also established by the 
National Heart Act as official advisory body for the 
National Heart Institute. The Council reviews re- 
quests from non-federal institutions and individuals 
for research and teaching grants in the field of 
diseases of the heart and circulation. The group is 
the recommending authority for these grants which 
are awarded, from funds as appropriated by Con- 


Novemner, 1953 


OF GENERAL INTEREST 





Gor 


BETTER 
Birth 
Control 


Since 1934 








Ne tiner Mame 








x 
Pichitavill Sagi 
wil 


BROWN & DAY, INC. 


St. Paul 1, Minnesota 











1193 


OF GENERAL INFEREST 


gress, by the Surgeon General after they have been 
recommended by the Council for approval. 

In addition to appointed members of the National 
Advisory Heart Council, there are three ex-officio 
members representing the Public Health Service, 
Veterans Administration, and Department of De- 
fense. The Council meets three times a year at the 
National Institutes of Health in Bethesda, Mary- 
land, a suburb of Washington, D. C. Its next 
meeting is scheduled for November 19-21, 1953. 


HOSPITAL NEWS 

The Chisholm Memorial Hospital, a 30-bed, 12- 
bassinet new public supported institution, was dedi- 
cated on September 27, 1953, and will officially open 
in the latter part of October. This hospital will be 
operated by a Chisholm Memorial Hospital corpora- 
tion. J. E. Janzen is administrator. P. H. MacFar- 
lane, M.D., will be the first Chief of Staff. 

** * 

A $1,000,000.00 expansion fund campaign to finance 
construction of a 100-bed addition to the Hibbing 
General Hospital, Hibbing, Minnesota, is under way. 
The major mining producers in the area have been 
asked to contribute $700,000. The balance of the goal 
is to be raised by public solicitation. When the new 
addition is completed, the hospital will be a 250-bed 
institution. 

x * * 


Dedication ceremonies for the new $1,800,000 addi- 
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tion to St. John’s Hospital, Saint Paul, were lield 
September 27. The new unit, along with a com- 
pletely revamped and remodeled older portion, gives 
the institution 165 beds. Much new equipment has 
been purchased. 

The principal dedication speech was given by the 
Reverend John Schumacher, of Buena Park, Califor- 
nia, former member of the board of directors and 
long identified with the activities of the hospital. 
Others on the program included Dr. Robert N. Barr, 
Minnesota State Health Department; Dr. C. Kenneth 
Cook, chief of staff; Dr. F. J. Plondke, founder of 
St. John’s; Miss Magdalena M. Rau, superintendent 
for forty-two years, now retiring, and Carl AveLalle- 
mont, the newly appointed administrator. 

* * * 

The Minneapolis Veterans Administration Hospi- 
tal, 54th Street and. 48th Avenue S., Minneapolis, 
opened its doors for public inspection of its new 480- 
bed building, August 30. The new eight-story build- 
ing was constructed at a cost of $6,270,278. Dr. John 
A. Seaberg, hospital manager, said that plans are 
being made to renovate the older buildings in the 
hospital unit. When this is completed, a total of 
1,019 beds will be available for treatment of disabled 
veterans of the Upper Midwest. 

* * x 

Dr. Rudolph Hultkrans, of Minneapolis, was elect- 
ed president of the Northwestern Hospital medical 
staff, succeeding Dr. William Hanson. Dr. Harold 
Miller, Minneapolis, was elected vice president, and 
Dr. Robert Priest, Minneapolis, secretary-treasurer. 


BLUE CROSS-BLUE SHIELD PLANS 


Dual claims for surgical or medical care of the same 
illness or condition are the source of increasing payment 
problems and_ physician dissatisfaction. Although 
different clauses of the contract control many of the 
situations which arise, partial treatment of a condition 
by two different doctors, insufficient information for 
proper interpretation or evaluation of a claim and de- 
layed filing of claims are responsible for many of the 
difficulties experienced. 

Among the pertinent contract clauses, the one which 
provides that when two or more physicians_ render 
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medical service simultaneously, benefits shall be provided 
for the services of only one physician, is the most 
limiting. However, the clause pertaining to medical 
care during a surgical or obstetrical admission is almost 
as clear-cut in its limitations. This clause states that 
medical services are not generally available simul- 
taneously with surgical or obstetrical services except in 
the event of serious medical complications. Under these 
circumstances, medical allowances may be paid if treated 
by a physician other than the surgeon or obstetrician, 
or, if treated by the surgeon or obstetrician, medical 
services are not payable during pre- or post-operative, or 
pre- or post-partum periods. 

Other contract clauses clearly exclude payment for 
medical services before and after surgery, and also 
before and after obstetrical deliveries when such services 
are rendered by the surgeon or obstetrician, respectively. 
These clauses in many instances prevent the payment of 
services rendered before or after delivery or surgery 
by a doctor other than the obstetrician or surgeon if 
the medical services are for conditions related to preg- 
nancy or the condition for which surgery is performed. 

Though the restrictive phrase, “a bona fide and urgent 
need,” in the contract clause pertaining to consultation 
has been presented before, the limiting portion of the 
definition of emergency medical care requires considera- 
tion. In this clause, emergency medical services are 
defined as medical services of an urgent nature rendered 
at a time when the life or health of the patient is in 
immediate and serious danger. According to this 
definition, claims for emergency medical care which 
involve night calls, severe pain or great distress of the 
patient but no serious threat to the patient’s life are 
not eligible for the fees of emergency medical care. 

With these controlling provisions of the contract, 
delayed filing of claims often leads to paying the wrong 
doctor because a claim for the same service has already 
been paid to another physician. In such instances it is 
often necessary, in order that the claim be paid properly, 
to ask for a refund from one doctor before payment 
can be sent the second one. Such actions often give rise 
to dissatisfaction which could easily be avoided if other 
physicians who render care listed on the Medical Service 
Report, or if both physicians would submit claims 
simultaneously. 

Blue Shield’s very purpose is to pay all claims as 
liberally as the contract and fee schedule will permit. 
Nevertheless some limitations and restrictions are neces- 
sary so that the premium may be kept at a com- 
petitively low level and within the reach of the greatest 
number of people. Since some limitations are necessary, 
their selection is based on the principle of providing 
the broadest scope of benefits for the greatest number 
of people, both subscribers and doctors. In this manner, 
with the support and help of the medical profession, 
it is felt that Blue Shield will evolve a free enterprise 
solution for the economics of modern medicine. 

During the month of August, Blue Cross incurred 
claims totaling $1,161,296 and to date this year $9,830,154. 
Hospitalization expense to date this year was 94.6 per 
cent of the total payments made by subscribers. 

Blue Cross celebrated its twentieth anniversary this 
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year. Since Blue Cross began, over 85 million dollars 
in hospital service has been provided to subscribers and 
their dependents. 

During the month of August, Blue Shield incurred 
claims totaling $321,248 and to date this year $2,887,996 
or 80.1 per cent of the total payments made to sub- 
scribers. 

Mr. Victor Anderson, member of the Blue Cross staff, 
and a representative from Blue Shield, will attend all 
hospital medical staff meetings to which they are in- 
vited during the next several months for the purpose of 
informing the medical profession of the progress, the 
utilization, incidence, and other matters of importance 
to medical economics in which the medical profession 
plays a very vital part. 





In both the United States and Canada, accidents are 
the greatest single threat to the lives of children one 
to four years old. In these two countries, about 5,500 
pre-school children die annually as a result of mishaps 
of one kind or another.—Christmas Seal Health News 
Service. 
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TUBERCULOSIS IN MINNESOTA 
(Continued from Page 1166) 


seniors of the county must be tested with tuber- 
culin with no more than 10 per cent reacting. 

Lincoln County was the first to qualify and was 
officially accredited on December 11, 1941. Lyon 
County was the twenty-fifth to qualify and was 
accredited on April 20, 1953. 

Thirty-nine additional counties have now quali- 
fied from the standpoint of mortality rates. As 
soon as the physicians and co-workers in these 
thirty-nine counties test 90 per cent or more of 
the seniors in the high schools, they will be ready 
for accreditation, since there is little likelihood 
that more than 10 per cent in any county will re- 
act to tuberculin. the remaining 
twenty-three counties in Minnesota apparently 
will soon be qualified for accreditation, and it now 
appears that the entire state can be accredited 
within less than five years. 

Minnesota is the first state in the nation to have 
committees on tuberculosis in all of its medical 


Several of 


societies and is the first area in the world to adopt 
the accreditation plan. Already this has proved to 
be one of the most productive projects ever intro- 
duced in Minnesota from the standpoint of com- 
batting tuberculosis.—J. I. B. 


Tuberculosis cases reported to the Minnesota Health 
Department in the fifteen yeers from 1938 to 1952 to- 
taléd 42,273.—Christmas Seal Health News Service. 
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